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PAIN IN RENAL CALCULUS. 


BY RICHARD DOUGLAS, M. D., NASHVILLE, TENN. 
Professor of Gynecology in Vanderbilt University. 


A renal concrement may form, exist and pass from the body 
symtomlessly; or it may reside for an indefinite period in the 
kidney quiescently. We must not forget the post-mortem finding 
quoted by Doran, in which . there were 24 kidneys containing 
stones, 11 of the subjects only having had symptoms, 13 without. 
It is of far greater importance that we should appreciate that 
this secretive behavior often conceals a progressive pathology. 
In a general way, it may be said that a stone grows in importance 
as it approaches the pelvis (Morris): that movable stones give 
rise to a greater variety of and to more severe symptoms than 
fixt or imbedded calculi; and that smooth stones excite less pain 
than rough ones. All this is, in a measure, true, but the excep- 
tions are so frequent as almost to constitute the rule. 


Nephrolithiasis is essentially a chronic condition; its mani- 
festations may be insignificant, obscure and misleading, generally 
intermittent in character, sometimes distressingly acute, and when 
complicated by infection or obstruction, imperious in nature. The 
symptoms are so variable and so often referred to other organs 
that the first difficulty we encounter is in determining whether or 
not it is the kidney that is affected. Having reacht this conclu- 
sion, we are further embarrasst by the knowledge that the symp- 
toms of other renal conditions closely simulate those of renal 
ealeulus. Conclusive as the Roentgen ray may appear to be in 
the detection of calculus, the writer would advise against the 
acceptance as conclusive of any one symptom, sign or crucial 
test in any condition: ‘pathognomonic symptoms” are often fal- 
lacious, and if harmful in no other way, faith in them discour- 
ages analytical study of the special symptoms, every one of 
which must be considered in the diagnosis of renal calculus. 

Pain, the most common symptom of nephrolithiasis, is a pro- 
duct of several different factors: the irritation of the calculus 
itself as a foreign body, the ureteral obstruction, and the accom- 
panying inflammation may separately or in combination be re- 
sponsible for the pain. A stone firmly fixt in the cortical sub- 
stance of the kidney may not produce pain; but if loosely encap- 
sulated, especially if it is irregular and spinous, pain may be the 
only symptom of such a calculus. A smooth stone, movable in 
the pelvis or a calyx, will excite great pain, whereas a rough 
one, fixt in any position, does not necessarily do so. The inten- 
sity and quality of the pain depend more on the location and 
mobility of the stone than upon its shape. A calculus, large or 
small, which obstructs the ureteral orifice, leads to renal urinary 
retention and to sudden distension of the kidney. In such in- 
stances the pain is that of distension, a continuous, aching pain, 
accompanied by great tenderness. If the calculus becomes en- 
gaged in the ureter, the character of the pain is now paroxysmal, 
and the suffering perhaps more intense and more unbearable than 
that met with in any human ailment. When a calculus resident 
in the pelvis or substance of the kidney is attended by inflamma- 
tion, the pain is always continuous, due to the accumulating pro- 
ducts of inflammation which distend the pelvis or the capsule 
of the kidney, obstruct the ureter and prevent the outflow of 
urine. 

Renal pain is either direct or referred. When confined to 
the immediate region of the kidney, it is said to be direct, and 
as such it may be sharp and lancinating, a dull ache, or it may 
appear as a stiffness and lameness; sometimes produces scoliosis; 
or else it is frequently described as lumbago, and is then felt 
or complained of only when the body is in a strained or stooping 
posture. The pain is usually intermittent, excited by exertion or 
exercise, and relieved by rest in recumbent position. These di- 
rect renal pains may exist as a symptom of renal calculus inter- 
mittently for years, and assume importance only upon the oc- 
currence of obstruction or inflammation. The pain of renal cal- 
culus is not always confined to the kidney affected, and, indeed, 
may be felt exclusively in parts remote from the kidney. In 
renal calculus pain is reflected Gownward, usually in the course 
of the ilio-inguinal nerve to the genitals and inner side of the 
thigh. It is also felt in the abdomen, in the sacrum, and in the 
course of the sciatic nerve. Exceptionally only is renal pain 
reflected upward. Vesical irritation may be sympathetic or due 


to descending inflammation. The pain in the genitals may some- 
times be inflammatory in character, especially in children, when 
orchitis without assignable cause occurs as a symptom of renal 
calculus. Abrahams reports instances of inflammation of the 
testicles and ovaries occurring in nephrolithiasis, causing con- 
fusing symptoms. It is asserted that in calculus-disease of one 
kidney the pain may be referred and felt solely in the sound 
kidney, thus leading to operative error. This was a warm ques- 
tion some years ago. Mr. Morris strongly and clearly discounte- 
nances this teaching, holding that the seat of pain indicates the 
seat of disease. Other means of diagnosis now employed enable 
us to determine the involved kidney by more reliable symptoms 
than that of pain. 


The above character of pain, direct or referred, may exist 
intermittingly or continuously thruout a period of years prelim- 
inary to acute developments, and may constitute prodromal or 
suggestive symptoms of calculus, when suddenly the stone, dis- 
lodged from a cavity in the kidney, or moving in the pelvis and 
becoming engaged in the ureter, excites renal colic. ‘In other 
cases renal colic may be the very first symptom of calculus. Len- 
nander objects to the term “renal colic,” and says that it should 
be called ‘‘ureteral colic’: Rovsing also assumes that it is due to 
painful contraction of the ureter, and that it is therefore mis- 
named. Muscular spasm of the ureter is, no doubt, the chief 
element in this form of colic, excited by the foreign body; but 
that intense, paroxysmal pains do occur without engagement of 
the stone in the ureter, or the passage of any foreign material, 
is the writer’s observation. Hence some other factor, either sud- 
den congestion or inflammation, must be considered. An attack 
of renal colic is not pathognomonic of calculus-disease. The pas- 
sage of a blood-clot or the debris of suppuration will excite it; 
“showers” of uric acid, the phosphates, or the oxalates may 
cause the paroxysms of pain; movable kidney is liable to acci- 
dents which may simulate the passage of a stone. Yet the pain 
of renal colic from calculus is usually unmistakable. Renal 
colic may appear suddenly, either in the day or night, following 
exertion or in repose. The p4in is first felt in the lumbar region 
of the side affected, passes downward along the course of the 
ureter to the bladder and genitals. The suffering is horribly se- 
vere; tho paroxysmal in character, intermissions are not com- 
plete. The patient is thrown into a condition of shock, occasion- 
ally is nauseated and vomits, becomes pale, perpires freely, pulse 
is soft and feeble; in his agony he may faint or pass into con- 
vulsions; strong men have been known to attempt suicide. Pres- 
sure relieves the pain somewhat, hence the patient assumes a 
flext position. There is a great desire to micturate, and a few 
drops of highly colored urine, perhaps mixt with blood, are passt. 
In less severe cases there may be a copious discharge of urine 
from stimulation of the other kidney. The testicle of the affected 
side is tender and retracted. Tenderness develops over the kidney 
and along the course of the ureter. The paroxysm may suddenly 
subside with the passage of the calculus into the bladder, when 
there will be a free discharge of urine, and the patient will 
express immediate and positive relief; he may be conscious of 
something having passt into the bladder. If the calculus is en- 
gaged in the renal orifice of the ureter, it may become dislodged; 
the relief attending this retreat of the calculus is great, tho not 
so decided as is experienced when it makes a successful transit 
of the ureter. When colic (the pain being of greater intensity 
in the lumbar and lateral regions of the abdomen) is attended 
by the phenomena of vesical disorder, genital pain and oliguria, 
with perhaps hematuria, its renal nature is undoubted; yet there 
are cases in which the vesical, genital and urinary phenomena 
are absent or inconspicuous, but in which the gastro-intestinal 
symptoms assume such prominence that Sternberg suggests that 
we call it the gastro-intestinal form of renal colic. Vomiting, 
tympany, constipation, and muscular rigidity are the misleading 
phenomena. These cases closely resemble appendicitis, and no 
less eminent surgeon than William White has made the error. 

An attack of renal colic may terminate after a few minutes 
of suffering; it is usually measured by hours; sometimes exacer- 
bations and remissions of pain recur for days. With complete 
obstruction of the ureter and arrest of the stone, the intensity 
of the pain subsides. Complete anuria may follow from sympa- 
thetic disturbance of the other kidney, or else the healthy kidney 
will assume the duties of the afflicted one, and the calculous 
kidney will take on the changes of hydro- or pyo-nephrosis. 
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THE SURGICAL TREATMENT OF ENLARGED PROSTATE.* 


BY BACON SAUNDERS, M. D., FT. WORTH, TEX. 
Professor of Surgery in the Medical Department of Fort Worth University. 


If a reason were sought for the great interest manifested in 
and the activity in development of the surgical treatment of 
enlarged prostate, it could be found in the following: 

1st. Practically all men past the age of 60 suffer more or 
less distress or disability from symptoms dependent upon pros- 
tatic hypertrophy—some to the verge of death; indeed, it is the 
important man of each community who is threatened by this 
concealed enemy—the man ripe in years, mature in judgment, 
full of honors, rich in experience, helpful to the world, one whose 
presence and counsel is valuable to the community in which he 
lives. 

2d. Under accepted methods of treatment (up to within 
the immediate past) the possessor of a hypertrophied prostate, 
which prevents complete emptying of the bladder, has been con- 
demned to a lingering death of agonizing pain—excepting the 
fortunate few who have been able to get their bladders accus- 
tomed to catheter life. 

8d. Hitherto surgical methods designed to give relief to 
this distressing condition had not afforded results sufficiently 
gratifying to justify the dangerous procedures advised; indeed, 
most surgeons declined all but the most favorable cases under 
the most exceptionally promising circumstances. 

The best, therefore, which could usually be done was to de- 
termine the existence of this obstruction to the outflow and 
then give the patient a catheter, instruct him how to use and 
keep it, with a subsequent occasional bladder irrigation as symp- 
toms of catheter irritation developt; and when comfort could 
no longer be obtained from its use, to gently as possible break 
the news that nothing more could be done except to resort to 
opiates and calmly await, with what composure might be pos- 
sible, the fatal termination: 

Happily, however, a few progressive, experimenting, hopeful 
surgeons were enquiring: Why should this so be? In the evolu- 
tion of the surgical treatment of urinary obstruction due to en- 
larged prostate, these surgeons have reacht a point in the de- 
velopment of operative measures that we may say we now pos- 
sess a technic that offers a cure; and within the limits of sur- 
gical safety. 

I do not wish to mention the steps by which this position 
was reacht, nor to point out the reasons why men should have 
this grave condition, but to discuss a comparatively safe method 
which can be adopted instead of letting our patients die with- 
out an effort to save them. 

The proper surgical treatment depends upon two things: 
(1) The general condition of the patient at the time he comes 
for treatment; and (2) the size, situation and condition of the 
obstruction itself. 

If the patient’s condition is not too reduced from age, cys- 
titis, pyelitis, or general exhaustion to stand the shock of a 
somewhat prolonged operation in complete anesthesia and the 
somewhat alarming loss of blood sometimes inevitable (if the 
prostate be a large one), the gland should be removed by pros- 
tatectomy either by suprapubic cystotomy or by perineal sec- 
tion—according to the condition desired to remedy. Quite often 
neither of these methods is easy; and both are frequently diffi- 
cult. The choice of route must also depend very much upon the 
skill of the individual operator, as well as upon the thickness of 
the abdominal wall, the depth of the pelvis and the size of the 
mass to be removed. 

In most cases of large ‘middle lobe” projecting well up into 
the bladder the tumor can be more readily reacht by the cut 
above the pubis; and the same route is often preferable when 
the entire gland is very much enlarged. 

Small, soft enlargements can be attackt better by the peri- 
neal section—aided by special hooks and retractors designed to 
draw down the capsule and with it the part of the gland to be 
removed. 

If there have been no adhesive inflammation between the 
gland and its capsule, the glandular tissue can sometimes be 
“peeled out’ without any great difficulty; but in most cases far 
enough advanced to submit to operation there will be found 
enough adhesions to render enucleation very difficult or even im- 
possible. 

In cases clearly unsuited for prostatectomy the Bottini op- 
eration can be done. This treatment is, however, applicable to 
only a limited number of cases; and is commonly only parti- 
ally successful in them. The Bottini operation is not the simple 
and easy one its enthusiastic advocates would have us believe; 
and it has its dangers as well as limitations. The mortality is 


*Synopsis of Paper read before the Texas State Medical Association, Dallas, 
May 7, 1902. 


undeniably less than after. prostatectomy—but so also are the 
chances of permanent relief. 

So I am inclined to believe that most cases too far gone 
to justify prostatectomy should be subjected to suprapubic cys- 
totomy with the establishment of permanent drainage to give 
at least a temporary respite from pain, sepsis and pyelitis. 

It now appears as if our surgical treatment of enlarged 
prostate has approacht that stage of development that we are 
justified in recommending one of these three modes of relief— 
guided in our selection of the conditions found in each particular 
case; indeed, we can say they are not only admissable, but ur- 
gently demanded in many instances. 

But it must be borne in mind that no surgeon, however 
skillful he may be, is able to save life if the patient be sent to 
him so late in the history of retention as to be reeking with 
sepsis and so exhausted as to be unable to take an anesthetic; 
here, as in many other surgical conditions, operation, to be of 
practical value, must be early—temporizing methods of treat- 
ment mean added danger. 

Let us hope that the near future has in store for these un- 
fortunate old men better things than their predecessors ever 
dreamt of; such results will be obtained chiefly along the lines 
of better development of individual skill rather than improve- 
ment upon the technic now proving so satisfactory; and especi- 
ally from the family physician’s recognition of the fact that in 
operation there is hope—with the end that he will refer his 
cases to a competent operator at the beginning instead of the 
end of the case. 


PUERPERAL FEVERS—FROM A SURGEON’S STANDPOINT.* 


BY EMORY LANPHEAR, M. D., Pu. D., LL.D., ST. LOUIS, MO. 
Chief Surgeon of the Woman’s Hospital of the State of Missouri. 


In the modern hospital puerperal fever is now practically 
unknown; the once frightful mortality has been reduced to zero 
by the application of surgical principles to obstetric practice. 
From hospital experience we have learned (a) that normal labor 
and normal puerperium are attended by normal temperature; 
(b) that “autoinfection” is impossible—or practically so; (c) that 
“milk-fever” is a myth; (d) that any rise of temperature above 
99° F. generally means infection; and (e) that infection depends 
upon some fault of the doctor or nurse. Among country doc- 
tors and also in the work of city practitioners not thoroly famil- 
iar with the aseptic technic, puerperal infections are still almost 
as common as in pre-antiseptic days; and with midwives the 
mortality is something appalling. This must continue until 
every accoucheur learns that the confined woman is a wounded 
woman and treats her with the same attention to surgical clean- 
liness as if the peritoneum were to be opened. 


CAUSES OF HIGH MORTALITY. 


The persistence of puerperal infections in spite of the fact 
that we know them to be preventible may be ascribed to— 

I. Non-familiarity with the various causes; 

II. Inappreciation of the term asepsis; 

III. Gross carelessness; 

IV. Meddlesome interference with a natural process; 

V. Spread of venereal diseases. 

I. We have now reacht a point in our knowledge of the 
pathology of the puerperal state when it is possible to differen- 
tiate—clinically as well as theoretically—between the various 
forms of infection. The broad terms “puerperal fever,’ “puer- 
peral sepsis,” ‘puerperal peritonitis,” ete., must be discarded— 
they are but relics of the pathology of yesterday. We must be 
more definite—not merely to be scientific in our methods, but 
because the severity of the attack, the prognosis, and the proper 
selection of therapeutic measures (medical as well as surgical) 
must depend entirely upon the character of the poison producing 
the fever. Unfortunately our knowledge is not yet sufficiently 
broad to enable us to make a differential diagnosis in every case; 
but in most instances it is possible to determine the precise 
cause and intelligently apply the proper treatment. But to do 
this requires a thoro comprehension of the pathology of acute 
infections of the genital tract: a working knowledge of practic- 
allv all of the pyogenic bacteria—their natural history, period of 
development and the clinical phenomena they may produce. 

The normal vulva constantly contains myriads of bacteria, 
pathogenic as well as innocent, which may be easily introduced 
into wounds of the genital tract by careless methods. 

The normal vagina of the pregnant woman does not contain 
any of the pyogenic microorganisms—hence the impossibility of 
“autoinfection” of the pulvic organs in natural labor. 

The vagina contains innumerable forms of non-infective 
bacteria normally, but these disappear at the cervix—no mi- 


*Read before the Texas State Medical Association, Dallas, May, 1902. 
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crobes ever being found in the cavity of the uterus under nat- 
ural conditions. 

The secretions of the cervix uteri, as well—in less degree—as 
those of the vagina, possess mild antiseptic power, so that un- 
less an unusually large number of virulent organisms be intro- 
duced no severe infection is apt to occur. 

Those micro-organisms which give rise to acute infections 
of the genital tract must of necessity be introduced from a dirty 
vulva or by unclean fingers or instruments; and the path the 
poison follows may be (1) thru a wound of the perineum, (2) 
thru a tear of the vagina, (8) thru a lacerated cervix, (4) thru 
the uterine sinuses or (5) even thru the Fallopian tubes—as by 
introduction of a dirty hand for extraction of placenta. The 
pyogenic organism being thus implanted may give rise to merely 
local wound infection, to a severe localized inflammation or to 
a rapidly fatal sepsis—the result depending chiefly upon the char- 
acter of the particular bacterium at fault. 


VARIETIES. 


1. Saprophytic infection. 

2. Streptococcus infection. 

3. Bacillus coli communis infection. 

4. Staphyllococcus infection. 

5. Gonococcus infection. 

6. Pfeiffer bacillus infection. 

7. Klebs-Loeffler bacillus infection. 

8. Infection with vibrion septique Pasteur. 
9. Pneumococcus infection. 

10. Mixt infection. 


1. SAPROPHYTIC INFECTION (“SAPREMIA”). 


The most common, the most dangerous, the most easily 
cured infection of the lying-in period is of saprophytic origin. 
While the vagina of the normal woman contains none of the 
pyogenic bacteria, it often swarms with saprophytes—the germs 
of putrefaction, or decomposition—which no amount of prelimin- 
ary douching will destroy. Under ordinary conditions these 
germs are non-pathogenic, but when a piece of placenta is left 
in the cervix or uterus, when large blood-clots remain in the 
uterine cavity or when drainage of even the natural discharge 
of blood is interfered with, putrefaction begins. Frequently the 
womb is able to expel the foul, stinking mass and the worst that 
then happens is an offensive lochial discharge with a slight rise 
of temperature. In other instances Nature is not able to care 
for the patient, and an illness of intense severity arises.- 

Everything apparently goes well for 36 to 48 hours after 
labor, when the patient becomes somewhat restless with slight 
elevation of temperature. In a few hours there may be a sharp 
chill (but the initial rigor is very often absent), followed by a 
sudden rise of temperature to 104 or 105, with much swelling 
of the abdomen and tenderness; and the inexperienced doctor 
regards the case as one of “peritonitis.” Examination of the 
vaginal discharge, however, immediately shows the character 
of the trouble—the stinking discharge alone is sufficient to as- 
sure the attendant that the entire trouble is dependent upon re- 
tention of rotting material. - 

If the woman be seen at this stage and promptly treated, 
_ en is not usually a serious one; but delay means 

eath. 

When one is called to a case of “puerperal sepsis” the first 
point to determine is whether the condition is sapremia or septi- 
cemia—to use the phraseology of the nineteenth century. It 
being decided that the fever is due to saprophytic infection: i. 
e., bacteria of decomposition working in retained debris, there 
is but one thing to do—clean out the uterus and vagina thoroly, 
and at once. From the always well-dilated os the stinking, 
putrid mass may be removed by the fingers, a dull curet or a 
large Volkmann’s spoon. Chloroform should invariably be given 
so that if necessary the entire hand may be introduced to deter- 
mine that every trace of decaying material is removed. The 
uterus should not be “curetted’—especially with the sharp curet 
—there is nothing wrong with the endometrium. 

For irrigation formalin solution, one-half of one per cent., 
will be found cheap and effective. 

A typical case of this degree of infection is the following: 

Mrs. A—, patient of Dr. W. M. Dunn, of St. Louis, aged 
30, second pregnancy, was perfectly comfortable until 36 hours 
after the fetus was expelled, when she had a slight elevation of 
temperature; a few hours later there was a hard chill, followed 
by a temperature of 106. She was admitted to the Woman’s 
Hospital with distended abdomen, putrid discharge from the 
vagina, temperature 10614, but skin cold and “clammy,” slight 
delirium, heart intermittent and weak. Examination showed 
the Os. well dilated, but a fragment of placenta and some rem- 
hants of membranes hanging in the cervix. (In justice to Dr. 
Dunn, it must be said he was not in attendance until a few 


hours before her admission to the hospital, and therefore was not 
responsible for her condition—the accoucheur being a “professor” 
in a St. Louis medical college.) Removal of the putrescent mass 
with copious irrigations of mildly carbolized hot water imme- 
diately relieved the condition and restored the woman to a 
practically normal puerperium. In this instance it was possible 
to remove the offensive material with the fingers and a strong 
current of hot water. 

When the patient is not treated at all, or is improperly 
managed, the disease usually progresses rapidly until death 
closes the scene. 

A typical case of this kind is the following: 

Mrs. R—, patient of Dr. H. G. Nicks, of St. Louis, was 
admitted to the Woman’s Hospital Dec. 9, 1901, suffering from 
puerperal sapremia. She had been delivered by an eminent 
practitioner of St. Louis, who unfortunately left some placental 
fragments and membranes in the uterus of a woman of ex- 
tremely filthy habits. Saprophytic infection promptly followed, 
and he, mistaking the indications for treatment, instead of care- 
fully cleaning the vulva and vagina and then simply removing 
the putrefyng mass with a spoon or dull curet or fingers, chlo- 
roformed the patient and energetically “scraped out” the uterus 
with a sharp curet. While the decomposing material was greatly 
diminisht by this procedure, there was much outpouring of 
blood, which, in turn, became retained and infected with the 
bacteria of putrefaction. The fever therefore continued at 105, 
delirium ensued, diarrhea followed, the skin became cold and 
clammy—and Dr. Nicks was called. But it was too late—the 
venous sinuses, reopened by the use of an improper instrument, 
allowed the system to become overwhelmed with the saprophy- 
tie poison and she died, showing a life sacrificed by the fact 
that a busy practitioner did not recognize saprophytic infection 
and treat it according to surgical principles. 

Packing the uterus in such cases, after emptying it, is im- 
proper—a simple gauze drain thru the os being sufficient. 

In ordinary cases repetition of the irrigation is not advis- 
able—the possibility of engrafting a streptococcus or straphyl- 
lococcus infection upon the already weakened parts is a greater 
danger than leaving some little decaying matter in the uterus. 
On account of this menace to life, too, the utmost care must be 
maintained during operative procedures—as strict asepsis should 
be maintained for a curetment as for an abdominal section!— 
the simple existence of a stinking discharge is no excuse for 
dirty surgical procedures. If the temperature again rise after 
the fall which always follows emptying and irrigating the uterus 
and vagina, an intra-uterine douche is advisable; invariably to 
be given by doctor and not by nurse. 

A second curettage is rarely permissable, especially if the 
first has been perfect, unless a secondary infection with pyo- 
genic organisms occurs. 


2. STREPTOCOCCUS INFECTION. 


Next to puerperal sapremia, streptococcus infection is the 
most frequent of the septic fevers of child-bed. Germs of ery- 
sipelas are everywhere; notably under the finger-nails of doc- 
tors! The physician who attends scarlet fever, erysipelas, diph- 
theria, carbuncle and other infective diseases in which the 
streptococcus plays an important if not a causative role is al- 
most certain to infect his patients if he attends confinements 
without taking the most extraordinary precautions as to hand 
disinfection. [This fact was indeed known, clinically, long be- 
fore we learned of the existence of the streptococcus—just as was 
also that dissection of dead bodies by an obstetrician would 
cause “child-bed fever’ before we found that saprophytes are 
the cause of decomposition—as well as the most virulent form 
of puerperal infection.] 

Streptococcus infection usually occurs thru a torn perineum 
or lacerated cervix—occasionally thru the uterine tissues pri- 
marily. As this germ is one which does not readily give rise 
to extensive suppuration, we can readily understand how it 
happens to result in huge inflammatory exudates in the pelvis 
—the uterus, tubes and ovaries often becoming welded into a 
solid mass from the pelvic peritonitis and pelvic cellulitis, with- 
out the formation of an abscess in either the tubes or the cel- 
lular tissue. Later on, it is true, if “resolution” does not occur 
and particularly if a mixt infection (with staphyllococcus or ba- 
cillus coli comunis) arise, pus may form either as pyosalpinx or 
abscess of the broad ligiment; or both. 

There are three grades of fever which may follow strep- 
tococcus infection. (a) In the first there is a mild erysipelatous 
inflammation of the perineum near and involving its wound, 
which does not differ materially from facial or other mild forms 
of erysipelas. If the infection be recognized early and prop- 
erly handled (particularly in the matter of refraining from 
douching or other manipulation which inclines to introduction 
of the germs to the internal parts), it may amount to but little. 
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Probably the best treatment of this slight degree of infec- 
tion is to paint all of the inflamed surfaces and about one inch 
of healthy tissues with 95 per cent carbolic acid, followed imme- 
diately by pure alcohol, and the application of a 10 per cent 
ichthyol ointment. 

The usual course of this variety is illustrated by this case:— 

L. J—, patient of Dr. Geo. Howard Thompson, was de- 
livered at the Woman’s Hospital. There was complete laceration 
of the perineum, necessitating immediate suturing. By imper- 
fect preparation, on my part, or possibly by reason of the rectal 
tear, streptococcus infection of the perineal wound occurred. 
On the fifth day there was a slight rigor with a succeeding tem- 
perature of 10144, with much pain at the line of sutures. Ex- 
amination of the wound showed a mild erysipelatous blush, 
which next day presented the characteristic appearance of ery- 
sipelas as seen elsewhere in the body. As there was no evidence 
of pelvic complications, and the fever did not go above 103%, 
the uterus was not examined or treated. Bichloride (1-1000) 
douches of the ostium vaginae and the external application of 
carbolized gauze (1 to 20) constituted the sole treatment, under 
which the disease ran a mild course and terminated favorably 
by the end of the fifteenth day. The uterine and vaginal dis- 
charges were, in this case, able to take care of the internal geni- 
tal organs, so that the woman is in excellent health, save for a 
perineum imperfectly united. 

Here was a case in which active surgical treatment would 
have resulted disastrously. Had repeated examinations been 
made, had vaginal douches been given, had intrauterine medica- 
tion or curettage been attempted, there is no doubt but that 
acute pelvic peritonitis, if not worse, would have followed. Good 
results came from judicious non-interference. 

(b) Unfortunately such slight attacks are rare, and are lim- 
ited to perineal infection. When the streptococci have been in- 
troduced directly into the uterine tissues thru (1) a lacerated 
cervix, or (2) the wounded endometrium, there is set up a me- 
tritis and pelvic peritonitis. 

For about a week after labor the patient seems to be doing 
fairly well. On the sixth to ninth day there is a chill, followed 
by a temperature of 101-103, with much pain in the pelvis, 
some distension of the abdomen and other evidences of a mild 
form of pelvic peritonitis. As the disease progresses it becomes 
apparent that the fimbriated extremities of the Fallopian tubes 
have become clubbed and perhaps buried in some pelvic exu- 
date, that the uterus is fixt in the inflammatory deposit, that the 
sepsis is gradually disappearing under mild saline laxatives, 
just enough codeine to allay the pain and hot vaginal douches; 
and that recovery from the acute attack will occur without pus 
formation. 

But the “recovery” is apparent rather than real: These 
are the cases which fill our hospitals and sanitaria, and which 
give such brilliant results in the hands of our great abdominal 
surgeons—brilliant so far as mortality is concerned; often du- 
bious enough so far as the happiness of the patient is involved, 
if she be a woman with the true mother instinct. 

This is the mild type of pelvic infection so common follow- 
ing criminal abortion. To it and sterility due to gonococcal sal- 
pingitis may be ascribed the present decadence of the French 
nation—and to these may be traced the already alarming de- 
crease in the birth-rate of American born women. The future 
of America truly depends upon the hand-cleanliness of the ob- 
stetrician of today as well as upon such moral training of our 
girls as will abolish criminal abortion. 

A case typical of this form of streptococcie infection is the 
following: 

Mrs. C., patient of Dr. J. T. Walsh, developt fever on the 
ninth day after confinement, but the temperature did not go 
above 102, nor was there much abdominal distension. Pain in 
the pelvis was severe for four or five days, but gradually disap- 
peared under perfect rest, hot douches, enemata and mild salines. 
At the end of the third week after labor, there was still mild 
general sepsis with the uterus fixt in inflammatory deposits; but 
instead of abscess formation there was gradual absorption of 
the exudate and recovery of a fair degree of health part of the 
time. One year later the woman was still a semi-invalid, and 
pelvic examination shows both tubes and ovaries fixt in the bot- 
tom of Douglas’s cul-de-sac, chronically inflamed, tender, en- 
larged. Perpetual sterility and ill-health are before her unless 
she submit to pelvic section. 

(ce) In the most severe type of streptococcus infection the 
beginning is much the same as in the milder form—a fairly 
smooth period of five to nine days after delivery, then a chill, 
followed by a fever of 103-104; next day another chill, succeeded 
by a temperature of 104 or 105, with profuse sweating after- 
ward—in other words, the typical course of a profound strepto- 
coccus septicemia plus the local signs of pelvie peritonitis, va- 


ssecesses of the connective tissue around the uterus. 


ginal examination showing the uterus, tubes and ovaries to be 
soon imbedded in a mass of inflammatory deposit, the forma- 
tion of which is accompanied by much pelvic pain, abdominal 
distension and extreme suffering. 

Very frequently the streptococcus septicemia runs an ex- 
tremely rapid course, terminating in death within two or three 
days after the initial chill—notably true of women delivered 
while suffering from scarlet fever or erysipelas. In other cases 
a general peritonitis follows the local infection, and death oc- 
curs from three to six days after the onset of the attack. For- 
tunately, a large proportion of women have the strength to sur- 
vive; in which cases the fever gradually subsides and the local 
conditions slowly improve, unless pus form--when the woman 
has the usual history of the formation of pelvic abscess with 
ultimate death from chronic sepsis if the pus pockets be not 
emptied, either naturally or surgically. 

An illustrative case is the following: 

Mrs. P. L——, patient of Dr. J. C. Sullivan, was delivered 
by a midwife. Everything seemed to go well until the seventh 
day, when a severe chill occurred, followed by a temperature 
of 103%. Next day another chill was succeeded by a fever of 
104%, and the next day the register was 105. On the fifth day 
of the fever the doctor made vaginal examination and found 
the uterus fixt in a mass of exudate. Rightly divining that curet 
tage would be worse than useless, and that the only hope of a 
favorable termination lay in supportive treatment and local 
measures calculated to cause absorption of the exudate, Dr. 
Sullivan used quinine and strychnine internally and hot douches 
thrice daily with icthyol and glycerine tampons at night. Grad- 
ually the fever subsided, and a slow convalescence seemed es- 
tablisht, when a hard chill and high fever, followed by sweating, 
foul tongue, mawkish breath and other evidences of sepsis, 
showed that pus had formed and needed operative measures. 
On admission to the hospital at the end of the sixth week, the 
pelvis was found completely filled with exudate, the uterus was 
immovable, deep fluctuation could be detected in each broad 
ligament and pyosalpinx was suspected in addition to the ab- 
The os was 
gently dilated, and the uterus irrigated with lysol solution; the 
abscess cavities were opened and the thin, ichorous pus allowed 
to escape; the pus pockets were gently curetted and packt with 
iodoform gauze; but the Fallopian tubes could not be reacht 
from below. Three weeks later, the general condition having 
greatly improved, the two suppurating tubes and the uterus 
were removed by abdominal section, and the patient made a slow 
but perfect recovery. 

Here was a case in which, had a bacteriological examina- 
tion of the uterine discharge revealed nothing but a pure strepto- 
coccus infection at the time of highest fever, Marmoreks’ anti- 
streptococcus serum might possibly have been of benefit; but I 
must confess that thus far I have been disappointed in its use 
in streptococcus septicemia. 

Intravenous injection of normal saline solution proves bene- 
ficial in a small percentage of cases. 

The chief indications are, however, supportive measures of 
the strongest kind (whiskey, strychnine, forced feeding, etc.), 
non-interference with the endometrium, local antiseptic treat- 
ment (douches and tampons) and opening of pus pockets as soon 


as they can be detected—either above or below. 


3. BACILLUS COLI COMMUNIS INFECTION. 


This microbe inhabits the large intestime, and plays an impor- 
tant part in the production of appendicitis, suppuration of ovar- 
ian cystis, ete. The proximity of the anus to the vagina ren- 
ders contamination of perineal wounds and lochial discharges 
easy. Considering the carelessness of women and nurses in their 
mode of cleaning the rectal outlet it is small wonder that mild 
puerperal infection is common. i 

Enough cases known to be distinctly of this type of fever. 
have not been seen to permit a description of the characteristic 
clinical history; but the following case-record will show what 
I believe to be the chief symptoms: 

Two hours after delivery I was called to sew the perineum 
of a primipara in previous good health. The tear extended to 
the anal margin. There was also an extensive laceration of the 
left side of the cervix, which I did not attempt to repair. She 
had been attended by a competent man, who had used every 
necessary antiseptic precaution. But in transferring her from 
the table to her bed her bowels moved, and by a semi-conscious 
movement of her hand the patient smeared wound ané@ vulva 
with fecal matter. The greatest care was used to again disin- 
fect the parts, but an acute inflammation with intense suffer- 
ing necessitated removal of the sutures on the fifth day. The 
cervical wound became infected, and a thin, purulent discharge 
followed. At no time did the body of the uterus become im- 
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plicated in the inflammatory process, nor did the temperature of 
the patient rise above 101% (a characteristic feature of bacillus 
coli communis infection is the comparatively low temperature); 
but an abscess formed to the left of the uterus, in the loose con- 
nective tissue, which had to be widely opened and loosely packt 
with gauze. Bacteriological examination of this pus as well as 
the discharge from the cervix showed colon bacilli and a few un- 


differentiated staphyllococci; that from the perineal wound gave 


bacillus coli communis, with staphyllococcus epidermidis albus 
in large numbers also. 

Many of the mild puerperal fevers, hitherto regarded as 
light septicermia, will in future, I believe, be classt as bacillus 
coli communis infections. 


4. STAPHYLLOCOCCUS INFECTION. 

When it is remembered that the various forms of staphyl- 
lococci are found everywhere: in air, and dust, on all cutaneous 
and most mucous surfaces, it is astonishing that infection with 
this germ is not more common in the puerperal state. That its 
tendency is to produce a purely local suppuration (the staphyl- 
lococcus pyogenes aureus being the particular germ of the “laud- 
able pus” of our medical ancestors) rather than general infection 
is the probable explanation. When general infection with it 
does occur the course is about as follows: 

Mrs. B——, patient of Dr. W. H. Townsend, was confined 
with her first child without chloroform or forceps; labor normal, 
with slight tear of the perineum. She had a suppurating sore 
of the finger, and in spite of the doctor’s warning, would change 
her gauze pads. On the third day there was a slight chill, with 
temperature of 102 afterward, and two or three days later sup- 
puration of the perineal wound was noted. The fever contin- 
tinuing, an eminent teacher of obstetrics was ealled, and altho 
the uterus was not fixt nor greatly enlarged or tender, on account 
of the continued fever (100 at morning, 101 at night), he curetted 
—without obtaining anything but blood. There was a chill soon 
afterward, followed by much pain in and above the uterus; with 
higher fever. Irregular chills, fever, night-sweats, etc., succeed- 
ed. Three weeks later an abscess could be made out to the left 
of the midline above Poupart’s ligament. Under chloroform I 
opened this, and evacuated a quart or more of staphyllococcus pus, 
gently curetted the abscess walls and stufft with gauze. Good 
and speedy recovery has followed. Examination of the pelvis 
under anesthesia showed the uterus to be freely movable, and 
vo larger than normal at that period after labor. 

Here was a case in which the folly of curettage of the uterus 
in some forms of “puerperal fever” is apparent. The tempta- 
tion to “do something” (for a fee) in the way of operation should 
be resisted to the limit of simply following the plain indications 
only. 

5. GONOCOCCUS INFECTION. 


ities where gonorrhea is so common, puerperal infection 
due i ‘hetenen’s ores is, in my opinion, next in frequency to 
that caused by the streptococcus; and it is far more common in 
country practice than genérally believed. : 

The symptoms are not so acute as in sapremia or streptococ- 
cic septicemia, but are sufficiently severe to be alarming. The 
course of the disease does not differ materially from gonorrheal 
pelvic peritonitis in the non-puerperal woman, except in the in- 
tensity of the initial chill and fever. 

I. C—, patient of Dr. G. H. Thompson, contracted gonorrhea 
some weeks before an abortion. Three days after abortion (pro- 
duced by a female doctor) chill, fever and abdominal tenderness 
developt. Next day Dr. Thompson found temperature 101, pelvic 
peritonitis developing, uterus enlarged and tender. Curettage 
and drainage did not improve her condition, so she was admitted 
to the Woman’s Hospital. For three weeks the peritonitis ran 
a mild course under the use of salol and codeine, with mild laxa- 
tives and douches of hot water twice daily; the temperature grad- 
ually dropping from 101 to 99. Then a sudden chill and a rise 
of fever to 10444 with intense abdominal pain seemed to call for 
immediate abdominal section. On opening the abdomen it was 
found that an acute gonorrheal pyosalpinx had ruptured and 
general peritonitis resulted. The abscesses were removed and 
the pelvis cleaned and drained, but death from acute sepsis fol- 
lowed in thirty-six hours. 

This is the typical history of this form of infection—up to the 
time of rupture of the pus tube. Usually the patient lapses into 
chronic invalidism until she falls into the hands of a surgeon 
who recognizes the condition and either kills or cures; according 
to his particular skill. Most of the patients recover perfect 
health after thoro operation. 


6. PFEIFFER BACILLUS INFECTION. 


When we consider the general prevalence of la grippe and 
the now well-known tendency of the Pfeiffer bacillus to produce 


pus under favorable circumstances, we may well be surprised at 
the probable infrequency of puerperal infections due to this mi- 
crobe. 

Mrs. S—, known to be suffering from la grippe at the time of 
ser expected confinement, was admitted to the Woman’s Hospital 
for accouchment. On account of her bad condition every pre- 
caution was taken; she was confined on a glass table in the surgi- 
cal operating room, under chloroform anesthesia, with forceps, 
with the same care as if an abdominal section were being made; 
but of course, on account of the necessity for frequent changes 
of the bichloride dressings over the vulva there was more or less 
exposure of the perineum which was lacerated to the extent that 
four sutures were needed. Everything went well until the sev- 
enth day, when the nurse reported the perineal wound “irritated.” 
Examination showed it to be infected by some germ—there was 
a thin, irritating pus around each stitch, and in the wound. On 
the ninth day (the geneval grippal symptoms having all disap- 
peared, and the friends expecting the woman to sit up the next 
day), there was an unexpected rigor, the temperature shot up to 
107%, and dissolution seemed imminent. Within two hours she 
was anesthetized and the uterus dilated and gently curetted—the 
high temperature seeming to indicate delayed supremia; but noth- 
ing was found excepting the same thin, pale pus which covered 
the perineum. The perineal sutures were cut, and the wound 
(which showed no tendency to unite and was covered with a 
diphtheritic looking ‘“membrane”) allowed to gape. Examination 
of the pus from both perineum and uterus showed nothing but 
pure Pfeiffer bacilli present. Next day the temperature dropt 
to 9614, and again rose to 107, when 10 grains of acetanilid, with 
one ounce of whiskey were given, with a cool sponge-bath.. Anti- 
septic douches were given every six hours, with an intrauterine 
irrigation on two occasions, a strand of gauze being carried thru 
the os each time for drainage. Large quantities of strychnine 
and milk punch were given by mouth. For six days the tempera- 
ture varied from 97 to 106, and then gradual convalescence oc- 
curred; with full restoration to health. At no time was there 
any uterine fixation or tenderness, tubal enlargement or sign of 


peritonitis. 
OTHER FORMS. 


The three other distinct forms of puerperal sepsis are so rare 
that I pass them without special reference. I have seen but one 
case of pure Klebs-Loeffler infection in a perineal wound; and 
neither of the other two. 


10. MIXT INFECTION. 


Mixt infection is very conimon—especially staphyllococcus 
with streptococcus and streptococcus or staphyllococcus with gon- 
ococcus. It simply adds seriousness to the situation, and calls 
for more care in dealing with any form of puerperal infection. 

II. A great many physicians, especially those who graduated 
before the adoption of laboratory teaching in our medical schools, 
do not appreciate the ease with which a wounded surface may 
become infected by these minute forms of plant-life—and hence 
do not realize the true meaning of the word “asepsis,” nor com- 
prehend exactly what is meant by the term “sterilize.” They have 
“caught on” to the extent that they use them with a glibness 
which would almost deceive; but there are thousands of men 
who, when they attempt to put into practical application that 
which they have heard about “hand sterilization,” content them- 
selves by merely washing the hands with soap and water for a 
few minutes, and then mechanically dipping them into bichloride 
solution of uncertain strength; declaring then that their hands 
(which may but a short time before have been in contact with 
diphtheritic, scarlatinal or erysipelatous patients) are “aseptic!” 
These men believe they have fulfilled all the requirements 
of modern obstetrics if they wash the patient’s vulva 
with soap and water, dash a little of some antiseptic 
fluid on it, and proceed to deliver on a dirty old sheet 
after putting their “sterilized” hands into some _ pocket 
for a chew of tobacco. These are the men who are fill- 
ing our cemeteries with professionally murdered women; who are 
keeping our hospitals filled with patients for abdominal and pelvic 
surgery. Of the more than 2,000 peritoneal sections I have now 
made, I believe more than one-third could be traced to careless 
methods of physicians! They did tbe best they knew—you exclaim? 
Undoubtedly; but this is an age in which doctors should know 
better—and knowing, do better. 

When we consider that practically every case of puerperal in- 
fection is preventable, the present condition of affairs is truly dis- 
graceful to our profession—both teachers and practitioners; the 
one for failure to instruct properly, the other for failing to learn 
and act properly. 

The excuse that women, especially in country practice, will 
not permit thoro cleaning of the external genitals is not a good 
one—most of them will if the necessity be explained to them; if 
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not the woman herself must be instructed how to clean herself as 
well as possible. But the chief fault usually lies with the doctor 
himself—too many vaginal examinations with improperly pre- 
pared hands; filth beneath the finger nails annually kills more 
people than does typhoid fever! 

A large proportion of cases arises from the introduction of 
unboiled obstetic forceps thru an uncleaned vulvar orifice; and 
in instrumental delivery there can be no excuse for either. 

For common obstetric work the hands should be prepared 
thus: They should be energetically scrubbed for at least five min- 
utes with soap and water (hot if possible), and a stiff brush; 
then dried, and the nails trimmed down to “the quick;’ then 
washt in turpentine for half a minute or more; then scrubbed for 
another five minutes, with particular attention to the spaces un- 
der the end and around the base of the nails; then rinst freely in 
alcohol, and finally immerst in 1 to 2,000 bichloride solution. When 
thus prepared the hands may be considered fairly safe for in- 
troduction into a vagina which is soon to be bruised and wounded, 
provided they do not touch chair, bed-clothes, stockings or anus 
of the patient on the way thereto. 

When it is likely that the hand must be introduced into the 
uterus (as for version or extraction of placental tissue) they must 
be washt in saturated solution of potassium permanganate until 
very brown, decolorized with strong solution of oxalic acid and 
rinst in bichloride solution—after the same careful scrubbing. The 
same process should be followed if an infectious case of any kind 
has been lately seen, or an abscess lanced, or a decaying tooth 
pulled, or an infected wound dresst. Anything short of this 
mode of hand-preparation is criminal negligence. 

Wearing of rubber gloves is a poor substitute which may be 
employed in emergencies. 

If the patient will permit, the vulva and pubes should be 
shaved, scrubbed and sterilized in the same manner as the hands; 
if not, the parts should be rendered as nearly sterile as possible 
by scrubbing and the application of antiseptic solutions. 

No attempt should be made to scrub or even douche the va- 
gina unless it is known to be already infected. 

III. Inattention to these details by those who know consti- 
tutes gross carelessness. Many men become careless thru ex- 
tensive, laborious practice, and an ever-growing confidence in the 
powers of Nature to care for her own; in perhaps 999 cases of 
labor the natural process can be depended upon, but the 1,000th 
case (or the very first) may be the one to add gray hairs to the 
head of the conscientious man who realizes that his inattention 
to the necessary details of surgical cleanness has cost a human 
life. No man ought to became so busy that he cannot practise 
in a thoroly scientific manner; and this is especially applicable to 
obstetric work. 

But more often, perhaps, the carelessness lies in neglecting to 
see that the mother is properly cared for during the first 24 hours 
following labor; after the lochial discharge is well establisht the 
downward ‘drainage and glazing of wounded surfaces will most 
likely protect the patient, but for the first day or two there is 
much danger of post-partum infection. Five yards of bichloride 
gauze cost but half a dollar—and may save a life if used to pro- 
tect the vulva instead of “any old cloth” usually employed. 

The ordering of vaginal douches to be given by incompetent 
attendants is another piece of gross carelessness; if the conditions 
are such as to demand the use of a douche at all within the first 
two days they are serious enough to require the doctor to give it 
himself. It is rarely needed. 

Most careless of all is the inattention paid to tears of the peri- 
neum. If the woman be in a clean bed, be carefully confined and 
receive good attention after delivery, there is no great danger in 
a small wound of the perineum; but if she be in bad surroundings, 
and if her after-care is not to be ideal, every tear, however small, 
should be at once repaired, with special attention to those often 
undetected wounds of the vaginal wall with skin intact. 

No doctor is now justifiable in attending any woman in con- 
finement without putting on a freshly washt (even if not steril- 
ized) muslin gown over his clothing. 

The ideal method of delivery is upon a portable surgical table 
(which costs but $20) on a sterilized Kelly pad covered by a 
freshly boiled towel or sheet.* If the patient will not consent 
to this, the bed—always dirty from a surgical standpoint—must 
be covered with a rubber sheet positively sterile with boiled tow- 
els over it. Anything short of this constitutes gross careless- 


ness. 
The doctor’s chief fault in carrying out these details consists 
in using a Kelly pad or rubber sheet which has not been rendered 


*At the Woman’s Hospital one vaginal examination is made after preparation 
of the woman; then an antiseptic vulvar pad is applied and left until “the waters 
break,” when she is transferred to the table—thus being ready for instrumental 
delivery or for sewing any tear if these be necessary. 


surgically clean after the last confinement or surgical operation. 
The best method, when the physician has no sterilizer, is to have 
the rubber scrubbed with soap and water, then “gone over” (both 
sides—everywhere) with pure carbolic, then with alcohol and fin- 
ally with bichloride solution 1 to 500; and then wrap it in a sterile 
cloth instead of “jamming” it into a dirty grip with the thought: 
“That isn’t exactly ‘surgical cleanliness,’ but it will be as clean 
as the next patient is!’ It is just such little slips that cause so 
many deaths. 

IV. Among the North American Indians puerperal infections 
are rare—in spite of their filth—chiefly because the fingers are 
never introduced into the vagina. There can be little doubt that 
repeated vaginal examinations, attempts to hasten labor by (un- 
clean) digital dilatation of the os, rupture of the membranes, etc., 
are the cause of a large proportion of puerperal infections. Normal 
labor is physiological, not a pathological process. Too much in- 
terference with Nature’s plan breeds mischief. One, or at most, 
two vaginal examinations should suffice. Instrumental or even 
digital efforts to hasten labor should be resorted to only on defi- 
nite indications; and then with all surgical precautions. 

V. The rapid and alarming spread of venereal diseases (es- 
pecially of gonorrhea—which is worse than syphilis) needs but to 
be mentioned to be appreciated. It is the duty of every doctor 
to caution every patron whe is a prospective father to carefully 
abstain from illicit intercourse during the later months of his 
wife’s pregnancy. Many cases of blindness as well as gonorrheal 
sepsis may be prevented by a few timely words from the not yet 
(thank God!) extinct family doctor. 

CONCLUSION. 


In conclusion I wish to state emphatically that “puerperal 
fevers” will practically disappear when doctors, nurses and mid- 
wives learn that THE WOMAN IN LABOR AND IMMEDIATE- 
LY AFTER SHOULD BE TREATED UPON THE SAMBE 
RULES OF ANTISEPSIS AS GOVERN THE SURGEON IN 
THE MOST EXTENSIVE OPERATION. 


APPENDICITIS FROM THE STANDPOINT OF A GENERAL 
PRACTITIONER.* 


BY B. L. HILLSMAN, M. D., RICHMOND, VA. 


Appendicitis is an inflammation primarily involving the ver- 
miform appendix, frequently complicated by ulceration, perfor- 
ation, gangrene and pus formation. It is divided into catarrhal, 
suppurative, gangrenous, etc.; and as a cause for each form, 
pathologists ascribe microbic infection, which takes place after 
irritation or devitalization, produced by hardened fecal masses, 
foreign bodies, traumatism, or interference with the blood sup- 


ply. 
SYMPTOMS. 


- The cardinal symptoms are pain, tenderness and rigidity of 
the abdominal muscles. Deaver says these three symptoms 
present a picture in 90 per cent. of cases that cannot be mis- 
taken. We have in typhoid fever, extrauterine pregnancy, 
cholecystitis, and acute mechanical obstruction the same set of 
symptoms; but with proper care and obtaining a correct history 
the diagnosis can be made. 

The pain in appendicitis is sudden in onset, may be localized 
to either iliac fossa, or may radiate to the umbilicus, testicles, or 
epigastrium. 

_ Tenderness is usually localized in the right iliac fossa. Pres- 
sure made on other parts of the abdomen elicits tenderness, not 
over the point where pressure is made, but chiefly at McBur- 
ney’s point. 

Rigidity of the right rectus muscle is always present, tho 
at times it can only be demonstrated by a delicate touch. 

Nausea and vomiting are usually present, but do not give 
any information as to the severity of the attack. 

The pulse is usually accelerated, with a slight rise of tem- 
perature, but this is not always the case. Both may range 
high. 


There may be diarrhea or constipation, but constipation is 


the rule. 
DIAGNOSIS. 


The diagnosis of appendicitis can be made from the symp- 
toms enumerated; but what we want is a method of differential 
diagnosis between the mild and the severe types, the operative 
and the non-operative. Have we any? I say, No. The clinical 
thermometer, our stand-by in other diseases, tells us nothing. 
Morris (Medical Record) says the temperature is a matter of no 
consequence as giving a clue to the condition of the appendix. 


*Abstract of paper read before the Richmond Academy of Medicine and Sur- 
gery, April 8, 1902. 
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The pulse is uncertain. Palpation, percussion, auscultation are 
worthless. Of course, in twenty-four to seventy-two hours, we 
can make the distinction, but very often in that time the pa- 
tient has passt from the doctor’s hands to the undertaker’s, and 
the doctor comforts the friends by saying everything was done 
for their relative that medical skill could do; that it was a bad 
case from the first, and surgery could not have done any good! 
This eases his conscience a little, and retains the family as 
patrons; but if the truth were known, the physician, in his own 
conscience, knows that had a surgeon been called as soon as 
the diagnosis was made, the patient could have been saved. 


TREATMENT. 


With our present methods or knowledge of the differential 
diagnosis between the mild and severe cases, there is absolutely 
no medical treatment for appendicitis! In my experience of 
about five years in the practice of medicine, it has been my 
fortune to attend about forty cases of appendicitis, either in 
my own practice or in consultation; and I always will regret 
that I gave any of those cases a single dose of medicine. It is 
true that about thirty recovered with medical treatment. Ten 
were operated on, with five deaths; but I firmly believe that, 
considering the splendid condition of the forty cases when first 
seen, immediate operation would have given a mortality of less 
than one per cent. When we get a certain method of determin- 
ing between mild and severe cases, I will change my opinion; 
but we have none. Great.authorities like White, Syms, Shrady, 
Richardson, all agree on this, Richardson saying: ‘Recovery 
may follow a temperature of 105, and death may occur with a 
nearly normal temperature.” 

If medical treatment must be adopted the Ochsner method 
of starvation and abdominal rest is probably the best; but every 
patient should be operated on very early if consent and a good 
surgeon are obtainable. My experience and study leads to the 
same conclusion as Darie (Dominion Medical Monthly): “Early 
operation in abscess cases means small abscess, easily and safely 
dealt with. Early operation in non-perforating cases, means 
avoiding all sorts of catastrophes to the patient, as perforation, 
gangrene, &c., and recurrence at inopportune times. Early op- 
eration means, in short, successful operations; delay means un- 
certainty, and brings surgery into disrepute. The ideal time to 
operate, to obtain ideal results, is in the stage of appendicular 
colic.” Deaver says: ‘The sooner the appendix is out, the bet- 
ter for the subsequent welfare of the patient.” Murphy declares 
(Amer. Medico-Surg. Bull., 1896): “I am satisfied there are 
some cases which can be cured by medicine, but the question is, 
Can they be differentiated? By medical treatment, with a mor- 
tality of 10 per cent., and 3 per cent. with the knife, should we 
not save the other 7 per cent. by early operation?’ Price (Jour. 
Amer. Med. Asso.) states: “If we made it a practice to operate 
when the trouble is first recognized, without delay of a day or 
more for consultations and therapeutical treatment, the deaths 
would be very few. The so-called very ‘conservative’ man gives 
us the ugly abscess class of cases and the virulent perforative 
cases.” 

Morris reports a series of one hundred cases operated on, 
with a mortality of two per cent., and in this series there were 
thirty abscess cases, gangrene, perforation, &¢c., and claims 
that twenty-eight per cent. would have died if they had been 
treated medically, and at this, allows a recovery of twenty-three 
of the abscess cases. 

In conclusion, I will say—first, that it is better to operate 
prematurely than to wait until the patient is practically mori- 
bund. Second, we cannot anticipate the severe forms, and so 
cull them out and operate only on them alone; we have no meth- 
od of telling the catarrhal cases from the pus and gangrenous 
cases, and until we can, it is safer in every case to operate at 
once before the last-named conditions have time to assert them- 
selves. Third, I acknowledge a recovery of from forty to sixty 


.per cent. of all cases without operative intervention, but we are 


unable to say which case is going to help make this percentage, 
and with a mortality of less than one per cent., if immediate op- 
eration is resorted to, against an acknowledged twenty-eight 
per cent. without it, it certainly seems sensible to operate at 
once on every case. 


IS CANCER DUE TO A PARASITE? 


BY J. GARLAND SHERRILL, A. M., M. D., LOUISVILLE, KY. 
Professor of Surgery in Kentucky University, 

While Cohnheim’s theory is perhaps the best of all that 
have been advanced in explanation of the pathogenesis of tumors 
generally, it fails to account for the conditions met with in malig- 
nant growths. This statement also holds good for almost all of 
the other theories that have been propounded from time to time. 


H. Lambert Lack, in Journal of Pathlogy and Bacteriology, 
August, 1899, advances the idea that carcinoma is simply the 
result of the entrance of the normal epithelium of the body into 
the lymphatic spaces and its growth therein. In support of this, 
he reports a case in which he claims to have successfully pro- 
duced carcinoma by setting free epithelial cells from the ovary 
into the peritoneal cavity of a rabbit. One year after this was 
done the rabbit died and the peritoneal surface and viscera were 
studded with white, hard, roundish nodules, which showed the 
microscopical characters of carcinoma. This case, while unique 
and interesting, by no means proves the claims of the reporter, 
and certainly needs repetition before it can be accepted. It does 
not explain all the phenomena any better than the theory of 
irritation or that of Cohnheim, each of which fails to satisfy. 
The experiments of Marnoch, reported in the Lancet, July 6, 
1901, show that epithelium embedded in the deeper tissues, es- 
pecially those of mesoblastic type, will not grow, but disappear. 
This author therefore “feels bound to conclude that a cancer 
tumor is not merely epidermis which has found its way deeply 
into the underlaying parts, but that the epithelium entering into 
the composition of these tumors must, for some ulterior reason, 
be endowed with specific properties, not merely of proliferation, 
but of burrowing into foreign parts.” 

Hansemann has called attention to the markt difference in 
structure and manner of multiplication in the cells of carcinoma 
contrasted with normal epithelial cells. In their abnormal posi- 
tion in a tumor of this kind they have a wonderful capacity for 
growth. Councilman (Buck’s Reference Hand-Book, Vol. 3, page 
670), while arguing against the parasitic idea, says: “When 
carcinoma once starts, the cells themselves act as parasites. In 
the removal of a carcinoma, if the operation is to be successful 
all the parasitic cells must be removed. It is not sufficient to 
remove the primary tumor and the lymph glands connected with 
the tissue, but the tissue between the two, in which the lymph 
vessels run and which may contain straggling cells, must also 
be removed. It may be extremely difficult to do this, for the 
blocking of the glands by metastases and the occlusion of the 
ordinary lymph channels may bring other collateral channels 
into play. The frequency with which the tumor reappears in 
the cicatrix after operation may possibly often be due to infec- 
tion of the incised part by the knife of the surgeon.” 

Granting that cells are parasitic, what has given them this 
property? We have no evidence of cells assuming a parasitic 
action in any other disease, therefore they must obtain their 
action from some outside influence. 

All other theories having failed to explain the cause of can- 
cerous tumors, we must consider the parasitic theory, which as- 
sumes. that all malignant processes result from a living entity 
and are therefore infectious. This is by no means a new idea, 
for it was held by many investigators as far back as 1649. There 
are many clinical reasons for thinking cancer infectious, among 
which may be mentioned the strong resemblance in its clinical 
history to infectious granulomata; its transmissability by inocu- 
lation; the markt increase in frequency during the last few 
years, which can, by no means, be accounted for by the greater 
accuracy of diagnosis as claimed by Newsholme, Andrews and 
Senn, who urge that increast longevity and more accurate diag- 
nosis now are responsible for the apparent increase of cancers. 
Against this statement it may be said that there is considerable 
doubt that diagnoses are vastly more accurate at the present 
time than formerly. Tumors, formerly often included among 
cancers, are now considered separately, owing solely to our 
knowledge of their proper cause. The mortality from cancer 
should be less under the advance in operative steps used for its 
cure, but, notwithstanding the fact that early and radical oper- 
ations are done, the deaths from cancer increase in number. We 
are therefore forced to conclude that more persons are afflicted 
with cancer at the present time than at any previous period. 

Metastasis, moreover, appears to me to be one of the strong- 
est indications of infection. As Park says: “There is no known 
infectious disease characterized by metastasis, from the most 
acute of the septic or pyemic types to the slowest manifestation 
of tuberculosis, in which we do not regard metastatic lesions 
as one of the principal evidences in favor of their infectiousness.” 
He has never been able to understand why pathologists have 
been so loth to see in similar manifestations of cancer a like 
evidence of its own infectiousness. Moreover, he calls attention 
to the analogy between cancers of men and those of plant life 
which are known to be parasitic. With some of the more con- 
vineing proofs of infectiousness we will have occasion to deal 
later. 

As an accepted axiom, we may state that cancer is primar- 
ily a local disease. This statement, I believe, will not be denied 
by any one at all familiar with its study. This being true, why 
does it not remain a local process as is the case with benign 
tumors? Can we accept as a sufficient cause of metastasis the 
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conveyance of an epithelial cell or a group of epithelial cells to 
a part of the body in which such cells are abnormal? As ob- 
served solely from the clinical aspect, cancer presents some feat- 
ures only found in infectious diseases. It finds first a local lodg- 
ment, then instead of displacing the tissue it spreads locally and 
destroys the contiguous structures, fascia, muscle, blood-vessels 
and bone. Moreover, not content with the local invasion, it is 
earried thru the lymph stream as well as the blood-current to 
distant parts of the body, where it again institutes a pathological 
process which is essentially progressive. And at this point it 
appears quite reasonable to claim that all progressive patholog- 
ical conditions are due to an essential cause capable of reproduc- 
tion within the living body. Even those authors who refuse to 
see in this condition an infectious process will allow this state- 
ment, namely, that removal even early, to be successful in pre- 
venting recurrence, must be very radical; and, moreover, that 
an incomplete removal of a malignant growth must, of neces- 
sity, hasten the spread as well as the fatal termination of the 
disease. 

Now, in what way are we to account for this increase in 
the malignancy of the process save in one way—by the opera- 
tive procedure opening up new areas for the entrance of the in- 
fectious elements? <A similar condition is found in the rapid 
development of general tuberculosis which follows incomplete 
operations upon local tuberculous foci, especially of the lympbh- 
atic glands of the neck. I can recall a case illustrating this 
point which came under my observation recently. Some six 
months ago I removed the uterus thru combined abdominal and 
vaginal method, in a most radical way for beginning carcinoma 
of the cervix. The operation was performed so early that there 
was some question as to malignancy until the microscopic exam- 
ination confirmed the diagnosis, the chief symptom noted being 
hemorrhage. Locally a small, hard nodule could be felt with 
difficulty. All possible care was used to protect the surrounding 
tissues and the abdominal wound. Some four and a half months 
later this patient returned and examination revealed a firm, 
hard nodule about the size of a walnut in the lower part of the 
abdominal cicatrix, which apparently was not connected with 
the deeper tissues of the abdomen. Vaginal examination re- 
vealed a markt local recurrence in the regions adjacent to the 
original site of the uterus. Here, I believe, we have a case fully 
demonstrating an inoculation of the abdominal wall with cancer 
during the operative steps undertaken for the relief of uterine 
earcinoma. Undoubtedly this is not a unique case and all ex- 
perienced operators must have met similar conditions. Not only 
is inoculation possible in a patient suffering from cancer, but 
{noculation from man to man has occurred not infrequently, not- 
withstanding the statement of Senn “that no well authenticated 
ease of inoculation carcinoma has occurred among surgeons who 
have frequently injured their fingers and hands during opera- 
tions for carcinoma, while inoculation tuberculosis from the same 
eause has been frequently observed.” He says “the same can 
be said of persons who take care of carcinoma patients or who 
live in the same room.” (Journal A. M. A., Sept. 28, 1901.) This 
statement is completely refuted by Dr. Robert Behla (Royal Cir- 
cuit Physician in Luckau) in Deutsche Medicinische Wochen- 
sehrift, July 27, 1901, in an article from which I take the liberty 
of quoting quite freely. He cites a number of cases which seen 
to show undoubted contamination of those attending cancer 
patients. He states that when his topographic chart of Luckau 
is examined, many neighboring cancer houses can be seen. “In 
the Gartengasse it occurs almost house to house, in truth a 
eancer lane.” He cites among a number of others an interesting 
ease reported to him by Dr. Elser, for a time assistant at Niet- 
leben. Landlord B., in Burkersdorf, near Altenburg, took sick 


of carcinoma recti and died of the same in 1898, aged 55 years. . 


His son-in-law, Landlord M., who lived in Nebendorfe Gross- 
trobnitz, attended him and gave him nutrient clysters daily for 
six months. A short time after the death of the father-in-law, 
the son-in-law sickened of a cancer of the lower lip. The latter 
was removed in Leipsic, but reappeared a year and a half later. 
While the son-in-law was sick, the wife became attackt with a 
earcinoma of the breast, which was also removed in Leipsic. 
In the families B. and M. there is no hereditary tendency. This 
report of Elsler is affirmed on oath. He also quotes a case re- 
ported by Boaz, who relates of a young woman whose mother 
died of an intestinal cancer and whose aunt on mother’s side 
died of cancer. This young woman attended her mother and 
used a clyster tube which her mother had discarded. In six 
months she developt an intestinal cancer. Moleire saw a case of 
cancer communicated by means of a pipe. Deves cites two sim- 
ilar cases and also one of a woman who contracted epithelioma 
of the finger from washing the clothes contaminated by her hus- 
band who was sick of cancer. Morau relates of a pharmacist 
who dresst a face cancer of his mother-in-law and from it became 
attackt with cancer of the nose. Among the other cases collected 


by Behla is the renowned one of Tross, where a cancer of the 
penis developt from a carcinoma uteri. This Behla considers 
a direct contamination, and believes with Czerny that such 
cases occur seldom, because in this condition coitus is little ex- 
ercised. But Guiellot has collected 23 similar cases, Hall 5, 
Langenbeck 3, Demorquay, Thomas and Deplouy 1 each, and 
Macewen 8 cases of a similar nature. Ebert, in his work ‘“Con- 
cerning the Infectiousness of Cancers,” has collected twenty-two 
cases in which a direct transfer took place in the same individual 
as from lip to lip, from tongue to gums, or tongue to palate. 
Park calls attention to a recently reported case in which epithe- 
liomatous ulceration followed an extensive burn on the side. The 
cicatrical contraction held the arm to the side with a resulting 
earcinoma of the arm from contact. Bella also calls attention 
to the cases of physicians who have become infected with can- 
cer by inoculation, viz.; that of Alibert, reported by Lemiere, 
also a surgeon of St. Thomas Hospital, who died of cancer of 
the tongue after tasting of cancer juice. Budd in ten years has 
seen five surgeons in a cancer hospital die of carcinoma. Emson 
died eight months after he had injured himself in a cancer op- 
eration. Guermonprez mentions a medical student who became 
infected thru an acne bump while examining a uterine cancer. 

These reports appear to me quite convincing, and I will reply, 
to those who claim that if cancers were infectious surgeons 
would oftener be attackt with cancer, in the language of Czerny, 
who says that surgeons are accustomed to carry out an excessive 
cleanliness in operations, also that physicians are attackt no more 
frequently than other men by the doubtless more infectious tu- 
berculosis with which they come into contact much oftener. 

The epidemic of cancer which occurred without inoculation 
among the white rats in the cellar of the pathological institute at 
Freiburg is mentioned by Behla. All the rats were infected in 
the hind part of the body. Morau states that when he carried 
bugs from infected mice to sound mice almost all of the latter 
developt cancer in a few months. Behla also reports a case of 
successful inoculation of a dog by an injection of cancer juice 
into the jugular with development of a cancerous nodule in the 
liver in four weeks. Follin and Lebert, fourteen days after an 
injection of cancer juice into the jugular of a dog, found in the 
heart and liver a number of certainly cancerous tumors. Mention 
is made in Virchow’s tumors of Langenbeck’s successful inocu- 
lation of a dog. 

From these clinical facts we turn to the results of experi- 
mental research for their confirmation. Numerous observers have 
made claims of discovering the cause of cancer, some attributing 
the disease to yeast fungi and attempting to obtain such cul- 
ture from cancer and to again produce the disease by inoculation 
(San Felice and others). As a rule they met with indifferent suc- 
cess. Leopold, however, had three positive successes in attempts 
to inoculate animals. A curious fact was observed that while 
the cultures of blastomycetes were from carcinomatous tissue, 
the tumors in two instances resulting from the inoculation were 
sarcomatous! (Archiv fuer Gynekologie, Vol. LXVI., 1.) Other 
observers—Soudakewitch, Steinhaus, Ruffer, Galloway, Russell, 
Plimmer and others—have claimed to find uniformity in cancers 
bodies of the class of protozoa or coccidia. These they considered 
as the cause of cancer. More recently, Prof. Max Schueller has 
written of similar bodies which he claims to have discovered in 
both sarcoma and carcinoma, and which he has studied both in 
fresh and old specimens as well as in the living and dead state. 
Of these bodies described by Schueller as the great capsules, 
Voelcker says they are nothing more or less than cork cells, 
which have come from the stoppers in the process of clarifying 
the specimen. With reference to the small bodies which Schuel- 
ler describes, Voelcker does not express an opinion. It scarcely 
appears probable that one at all familiar with the microscope 
could mistake cork cells. It is more probable that Voelcker was 
mistaken as to their resemblance to Schueller’s great capsules. 
Yet he says his cork cells excited as much wonder among his 
colleagues as did Schueller’s cancer cells. Schueller has com- 
pletely refuted Voelcker’s claim in reply publisht in Deutsche 
Medicinische Wochenschrift No. 36. 

Gaylord, in the American Journal of Medical Sciences for 
May, 1901, has furnisht an exceedingly interesting article upon 
the protozoon of cancer. He completely substantiates Plimmer’s 
claims that the organisms are found in all cancers. He says, 
moreover, “from a morphological standpoint we have been unable 
to demonstrate the identity between Plimmer’s bodies and trans- 
formed yeast organisms.” By animal experiments he was ena- 
bled to satisfy himself that the yeast organism was not the es- 
sential cause of cancer, and that the bodies found in the fresh 
state were identical with Russell’s bodies, Plimmer’s bodies and 
protozoon forms in the tissues. He says again “that all the 
organs, including the blood taken from all regions of all cases 
dying of cancer, including sarcoma and epithelioma, contain 
large numbers of the organisms.” He has shown that animals 
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are readily infected when inoculated by cancerous material as 
well as by the pure cuitures of the organism. The researches 
of Gaylord, following those of Plimmer and others, and almost 
simultaneous to the experiments of Schueller, and taken in con- 
nection with the clinical records quoted, appear to be conclusive 
proof of the infectious nature of the cancerous process and that 
the described protozoa are the essential cause of the disease. 
In order that the profession at large accept Gaylord’s experi- 
ments, it will perhaps be necessary to have corroborative testi- 
mony which, I have no doubt, will soon be forthcoming. Yet 
we have all the evidence necessary for concluding the question 
settled, viz.: 

1. Clinical evidence of its infectious nature from man to 
man. 
2. Clinical evidence of infection from man to animals and 
animals to each other. 

8. Discovery of protozoa in all cancers. 

4 Inoculation of animals by experimental introduction of 
cancer tissue. 

5. Inoculation of animals by injection of pure culture of 
the protozoa. : 

The discovery of the protozoa in the inoculated animals 
after the development of cancer. 

The one objection that can be urged is that cancer has not 
been demonstrated in all cases where the organisms have been 
found. Granting the infectiousness of the process, by what 
means can the contagion be carried; by direct contact, by me- 
diate contact and possibly thru atmospheric contagion? Among 
other things which have been noted as conveying it are the 
finger, wounds, the nozzle of a syringe, vermin, laundry and wa- 
ter. The latter shown in the department of Aisne (village of 
Caramanche), a town of 500 inhabitants, where fourteen deaths 
occurred from cancer in ten months thru contamination of water 
by two laundries where cancer clothes were washt. 

The future must teach the life of the virus outside the 
body, the conditions under which it exists, as well as the best 
methods for the prevention of the disease. Also we now can 
hope for something in the way of treatment which, with our 
ieee of the cause, has improved but slightly in the last de- 
cade. 


SURGERY OF THE HEART.* 


BY H. L. NIETERT, M. D., ST. LOUIS, MO. 
Superintendent of the St. Louis City Hospital. 


It has been believed until lately that manipulation of the 
heart would produce death from shock; hence that hemorrhage 
from the heart-muscle or a ventricle could not be surgically 
treated. Now we know we can treat the heart almost with im- 
punity—certainly we can operate upon it, as well as the pericar- 
dium, with a fair prospect of success. 

As stated before, wounds of the heart up to a recent date 
were always left religiously alone, and it was not until after 
the experiments of Cohnhéim, Rose, Ellsberg and others, on ani- 
mals and on the cadaver, that operation on the human heart 
muscle was attempted. Among the most valuable of all experi- 
ments were those made by Ellsberg in the laboratory of Miku- 
licz, the result of which is reported in Johns Hopkins Experi- 
mental Journal of September, 1899. He set to work in a syste- 
matic manner to determine how extensive an injury the mam- 
malian heart could withstand and how extensive a suture could 
be introduced without interfering with its function. He found: 

(1) That the heart could be graspt with the hand or for- 
ceps and gently compresst with no appreciable difference in its 
action. It could be penetrated by a needle or a knife, produc- 
ing only a temporary irregularity of the heart’s action. He 
found this temporary irregularity following the wounding of 
both auricle and ventricle. (2) That penetrating wounds pro- 
duced during systole of the injured parts bled more than those 
produced during diastole; and wounds of the ventricle, pro- 
duced during systole, were larger than those produced during 
diastole. (8) That oblique wounds bleed less than perpendicu- 
lar ones; that in oblique wounds the walls of the opening were 
more closely applied to each other and also that the canal was 
longer, both factors favoring the formation of clot. (4) That 
wounds in the right ventricular cavity were more dangerous 
than those of the left, explained by the facts that the wall of the 
right ventricle was thinner and hence wound-canal shorter, and 
also because the blood in the right side of the heart contained 
more carbon dioxide, and hence coagulated more slowly. (5) That 
wounds of the heart heal kindly and that the cicatrix was usu- 
ally complete in about fourteen days. (6) That interrupted su- 
tures are better than continuous ones. 


mar of paper read before the Medical Society of the City Hospital 


The effects of manipulation have lately been repeatedly ob- 
served in the human—and it has been demonstrated that even 
quite severe handling (such as was necessary to suture the 
wound of the ventricle in a case in the St. Louis City Hospital 
last April) produces no appreciable shock or irregularity of the 
heart’s action. This man received a knife-wound, the blade pen- 
etrating between the layers of pleura anteriorly. Bleeding into 
the pericardium increast the intrapericardial pressure and com- 
presst the heart until the patient became pulseless and sense- 
less. Operation was done, therefore, without ether or chloro- 
form. When the opening in the pericardium was enlarged, al- 
lowing free exit of the blood, the pressure on the heart was so 
relieved that the patient recovered consciousness while the su- 
tures were being introduced. There did not seem to be any 
shock—even when the patient became entirely rational—on the 
introduction of the needle. The wound in the heart healed 
promptly, but the man subsequently died. 

CAUSES OF DEATH. 


By far the most frequent cause of death in heart wounds 
is hemorrhage, not shock. It may prove fatal (1) By exsanguin- 
ation of the body; (2) by compression of the heart. The exsan- 
guination of the body may occur if the external wound is so 
large as to admit of free bleeding to the exterior, or if the wound 
communuicates with one of the pleural cavities, and a direct 
flow establisht between the pericardial sac and that cavity. 
Since in the 95 per cent of the wounds of the heart the pleura 
also is injured, death occurs by exsanguination in the large ma- 
jority of cases. There is, therefore, only a small number of 
cases in which death is produced by compression of the heart, 
or, as Rose calls it, by “heart tamponade.” This manner of 
death occurs if the external wound is small, and if the instru- 
ment enters between the layers of pleura; in other words, if 
the instrument enters thru the extra-pleural route. In these 
eases the bleeding occurs into the pericardial sac, distending 
it to its full capacity. It then follows that the intrapericardial 
pressure is increast to the extent that the heart is compresst 
and its action interfered with. This increase of pressure natur- 
ally occurs more rapidly if the bleeding is during systole, than 
if it occurs during diastole. Cohnheim demonstrated (during his 
experiments on animals) by injecting the pericardial sac, that 
the pressure manifests itself first on the auricles and beginning 
of the great veins, compressing them and producing a venous 
stasis. This may increase to complete obstruction to the flow 
of blood, as shown by difficult respiration and cyanosis. It then 
follows that the ventricles, which continue to contract, pump 
themselves dry and the heart finally stops, and death follows. 
This intrapericardial pressure was demonstrated very nicely in 
our first case. When the pericardial opening, which was tempor- 
arily clogged with a blood clot, was enlarged to allow a better 
view of the heart, the blood spurted forth quite forcibly, carry- 
ing before it some of the large clots. The heart immediately 
began to act strongly, as it had been releast of its strangulation. 
It was distinctly observed that the bleeding occurred during 
diastole and stoppt during systole. We were unable to offer a 
good reason for this until observing the wound on post-mortem 
examination. It was clearly seen that the position of the wound 
in the endocardium was likely the explanation for the bleeding 
during diastole alone. = 


DIAGNOSIS. 

It is very difficult, often impossible, to ascertain whether 
the heart itself has been injured or only the pericardium penc- 
trated; yet it is important to do so before beginning operation. 
What is to be lookt for? 

If the canal of the wound is so located and anatomical rela- 
tions indicate that the pleura is injured, we must expect signs 
of internal hemorrhage; but if the pleura has not been injured 
we have external hemorrhage only; or if the wound is small 
and closed with clots, we may expect hemorrhage into the peri- 
cardium, with the usual signs of compression of the heart. 

The signs produced by heart wounds may be classified un- 
der three headings: 

(1) Signs that indicate internal hemorrhage into the pleural 
cavity; (2) signs produced by hemhorrage to the exterior; (3) 
signs produced by hemhorrage into the pericardium alone. 

(1) In hemorrhage into pleural cavity alone, we will be apt 
to find the patient anemic and covered with perspiration, the 
pulse rapid and weak; respiration may be labored on account of 
the compression of the lungs; palpatation may elicit the apex 
beat in its normal condition; percussion may show a slight in- 
crease in cardiac dulness, and a dulness over the dependent por- 
tion of the chest cavity into which the hemorrhage is taking 
place. The most important sign, however (as given by writers 
in reporting their cases), is the splashing sound detected in aus- 
cultation, and indicates the presence of blood in the pericardium 
not under pressure. A whizzing sound, owing to the presence 
of air in the pericardium, is also frequently heard. Auscultation 
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over the chest shows the absence of vesicular murmer over the 
region from which the lung has been displaced. 

(2 If hemorrhage is to the exterior only, the signs are usu- 
ally most definite. The stream of blood may be red if coming 
from the left side of the heart, or dark in color if coming from 
the right side. It will be intermittent, whether coming from the 
ventricle or auricle, but the intermittency will be most markt if 
the hemorrhage comes from the left ventricle. The pulse will 
be the same as in the foregoing, namely, weak and rapid, de- 
pending upon the amount of blood lost. Respiration will be free 
and easy, until after considerable bleeding has taken place, 
when cardiac dyspnea may present itself. Percussion would 
show a slight increase in the area of the cardiac dulness. Per- 
cussion and auscultation over the lung would show little that is 
abnormal, excepting during the last stage. 

(3) If hemorrhage is in the pericardium alone, producing 
compression of the heart, the patient will be more or less cyan- 
osed, depending upon the amount of pressure upon the heart. The 
respiration will at first be shallow, but will soon become labored, 
on account of the compression of the auricles and large vessels. 
No apex beat will be noticed, and the radial pulse will be likely 
to disappear entirely. Percussion over the cardiac era will 
show an increase of dulness in every direction. 

The chief point to decide, however, is whether the continu- 
ance of hemorrhage will endanger life. All wounds of the chest 
with dangerous hemorrhage should be explored to the bottom 
if by any means the injured parts are accessible. 


METHOD OF OPERATING. 


The heart may be approacht in two ways: (1) by the extra- 
pleural route; (2) by the intrapleural route, i. e., thru one or the 
other pleural cavity. 

The first is advisable only when the pleura has not been 
injured. 

The vest-mode, as I have demonstrated by much experi- 
mentation 0. the cadaver, is as follows: 

NIETERT’S FLAP.—An incision is made from the right 
border of the sternum transversely across on a level with the 
lower border of the third rib to a point about one inch to the 
left of the sternum. A second cut is made from the right border 
of the sternum across to a point one inch to the left of it on a 
level with the upper end of the ensiform. The left extremities 
of these two cuts are joined. The cartilages of the fourth, fifth 
and sixth ribs are divided, care being taken to remain close to 
the cartilages, particularly that of the fourth, as the pleura 
usually lies closely attacht to that rib. It is an easy matter then 
to loosen, with an elevator, the tissues from the posterior sur- 
face of the sternum, as the pericardium is only loosely attacht, 
and there is at no time any danger of injuring it. With a car- 
tilage saw and the costotome the sternum is readily divided. 
However, care should always be taken not to allow the instru- 
ment to pass beyond the right border of the sternum, as there 
is greater danger of injuring the right pleura, which lies imme- 
diately back, and comes up to the right border of the sternum. 
I have found it safest, after the sternum had partly been di- 
vided, to pass the finger back of the sternum and push away 
the right pleura before dividing the entire sternum. After di- 
viding these bony structures the entire flap is forcibly turned 
toward the right side, and the cartilages on the right side partly 
broken. 

I can hardly conceive of a wound of the heart being pro- 
duced in which there is no injury to the pleura that can not be 
easily approacht thru this opening. 

f the pleura has been injured, there can be no object in 
employing the extrapleural method. The pleural cavity being 
opened, the approach may as well be made thru this cavity, 
as this operation is more easily and rapidly performed, and 
offers a better view of the heart. It consists of an osteoplastic 
flap, including the pleura, muscles and ribs. The best flap for 
the intrapleural method is that outlined by Rotter, and is as 
follows: 

It consists of an incision, extending from the left border of 
the sternum, parallel to the third rib outward about two inches. 
A second incision is made on a level with the sixth rib, and 
extending from the left border of the sternum to a point two 
inches toward the left side. A third incision connects the outer 
ends of the first two incisions. The third, fourth and fifth ribs 
are then divided in the line of the incision, and are also the 
muscles and pleura. The entire flap is then turned forcibly 
toward the right side and the cartilages broken near the ster- 
num. In this way the right ventricle and a large portion of the 
left can be brought clearly into view. The hand can readily 
be passt into the chest cavity and the heart graspt or presst 
forward to facilitate the suturing. 

Altho it is advisable for the surgeon to familiarize himself 


with the methods of operating, and with the flaps devised by 
various experimenters, a thoro knowledge of the anatomy of the 
parts is more essential, and each operator may modify the flap 
as best suits each individual case. 

CASE. 

Patient, a man of 27 years, negro, was admitted to the St. 
Louis City Hospital Oct. 17, 1901, with penetrating wound of 
the left chest. He was so nearly unconscious that a history was 
then unobtainable. [It was learned later that he was stabbed 
on a steamer at Chester, Ill., after which he ran about 100 feet, 
when he fainted and fell. The injury occurred at 11 p. m. Oct. 
16, and he was admitted to the hospital at 1:30 p. m. next day.] 
His temperature was 98, pulse 104, respiration 32, markt dysp- 
nea and irregularity of pulse. The superficial area of cardiac 
dulness was somewhat increast to the left, with absolute flat- 
ness posteriorly over the area normally occupied by the lower 
lobe of the left lung. A normal vescicular murmur was heard 
over the entire right lung and the upper portion of the left lung. 
The sounds were remote and indistinct over the lower portion 
of the left chest cavity, indicating the presence of fluid. Over 
the precardial area a splashing sound was heard, synchronous 
with the heart systole. From the symptoms and signs a diag- 
nosis of internal hemorrhage was made and the case was con- 
sidered an operable one. The patient was, therefore, immedi- 
ately prepared for exploratory operation. The finger was intro- 
duced into the wound and the depth of it explored, and it 
was found that the pericardium had been cut. The finger was 
then introduced thru the incision in the pericardium, and it 
was found that the heart also had been entered by the knife. 
In order to further explore the wound and ascertain its true 
nature, a flap was made including the fifth and sixth ribs on 
the left side of the sternum. The outlines of the flap were as 
follows: 

The first incision was made along the lower border of the 
fourth rib, extending from the left border of the sternum out- 
ward for two inches. A second incision was made along the 
lower border of the sixth rib to a point about two inches to 
the left of the sternum. The outer extremities of the two in- 
cisions were united by a third incision. The fifth and sixth 
ribs were divided in the line of the outer wound, as were also 
the intercostal musclés and pleura. The entire flap, composed 
skin, muscles and ribs, was forcibly pulled toward the right 
side, partly breaking the cartilages near the sternum. (The 
flap was a modification of that devised by Rotter, and fully 
described above.) 

Thru this opening an excellent view could -be obtained of 
the pericardium and the cut in it. Blood could be seen trickling 
from the wound with every systole. The left lung, which was 
continually obscuring the field, was held back by large gauze 
sponges; before doing this, however, the left chest cavity was 
emptied of its blood by turning the patient toward the left side; 
about one and a half pints were thus removed. The cut in the 
pericardium was then enlarged for the purpose of better exam- 
ination of the wound in the heart. By tilting the heart forward 
by means of the finger of an assistant, a cut about three-quar- 
ters of an inch in length was seen in the wall of the left ventri- 
cle, located quite far back. A constant small stream of blood 
was seen to flow from the wound. The wound was not probed, 
but from all indications communicated with the cavity of the 
heart. An attempt was made to draw the heart forward with 
slender forceps applied to the margins of the wound, but had to 
be abandoned, as the handles were in the way. The index finger 
of an assistant was again applied, and the heart brought for- 
ward into excellent position. Two interrupted silk sutures were 
introduced by means of a highly curved gut-needle, and the 
hemorrhage stopt completely. While introducing the sutures 
the thickness of the wall of the ventricle was carefully borne 
in mind to avoid the endocardium. While holding the heart in 
position and introducing the needle, only a very slight irregular- 
ity was noted in the heart’s action. No endeavor had been made 
at keeping the wound clean prior to the patient’s entrance to 
the hospital; the wound was therefore treated as an infected one 
and drains introduced. A small drain was placed in the peri- 
cardium, back of the heart, and the opening in the pericardium 
only partly closed. Another drain was placed in the pleural 
cavity. The osteo-plastic flap was then allowed to fall back into 
position and sutured, excepting at point of exit of the drains. 

The man was unconscious for several days, during which 
numerous injections of physiological salt solution were given 
with strychnine and whiskey. 

The drains were removed on the fourth day. 

On November 3d, the patient’s temperature suddenly rose 
to 102° F., and he became very dyspneic, breathing was at the 
rate of 48 per minute and the pulse was 140. There was flat- 
ness over the lower lobe of the left lung and bulging over the 
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left nipple. The external wound at this time had almost healed. 
It was decided that empyema had developt and paracentesis was 
immediately performed. A pale-red liquor was removed, which, 
on smear preparation, showed the presence of pus-cells and red 
and white corpuscles. A hasty thoracotomy was then performed 
under local anesthesia. One inch of the eighth rib was removed 
and a large amount of purulo-sanguinolent fluid was drawn. A 
large rubber tube was then introduced. The patient was heavily 
stimulated with injections of strychnine and whiskey. From 
this time on he made an uninterrupted recovery. 

On November 27th the patient began slight exercise with 
a view to expanding the lungs and exercising the muscles of 
respiration; this was performed twice daily and consisted of 
blowing up a pneumatic bed-ring and practice in a series of 
calisthenics. 
a He has since progresst rapidly, and is now in excellent con- 

on. 


REPORT OF THREE UNUSUAL CASES OF APPENDICITIS. 


BY J. L. WIGGINS, M. D., EAST ST. LOUIS, IL. 
Professor of Anatomy in the St. Louis College of Physicians and Surgeons. 


The subject of appendicitis is not yet exhausted. The remark 
of Harris at the American Medical Association, fhat “after oper- 
ating on fifty or sixty cases, one knew all about it, and after 
operating on five or six hundred cases he knew nothing about 
it,” is in a measure true. 

No one can form a positive opinion as to the location, attach- 
ment, or condition of an appendix, prior to an operation. In 
many cases theories may be vindicated, in others all preconceived 
ideas based upon experience prove valueless. 

The cases which I herewith present are of interest, on ac- 
count of their radical departure from the usual type; cases one 
and two being especially so, as I have never seen their parallel 
in literature. 

Case I. Mr. F. Me. Age 23. American. History—Slight 
colicky pains three months previous; difficulty in ‘right lower ab- 
domen, after excessive exercise, for past three or four years; 
had been watching for appendicitis, avoiding all articles of diet 
which, according to a lecture he had heard, were liable to pro- 
duce that disease. Feb. 13th, 1902, he complained of pain in 
lower abdomen, not sufficient, however, to confine him to the bed 
or house. Pain continued Feb. 14th, and was accentuated during 
the night. Feb. 15th, he went to work, and so continued until 
afternoon. Reported at my office at 3 p. m. for advice. 

Examination disclosed a tumor in the right iliac region, which 
was sensitive on pressure; no vomiting, bowels regular, temper- 
ature 99°, pulse 86. Diagnosis: appendicitis; and the fact that 
so large a tumor had appeared thus early in the disease, with so 
few constitutional symptoms and scant previous history, indi- 
cated an unusual case with which to deal. 

The policy which I have always advocated (and usually pur- 
sue) of operating on all cases in which the diagnosis is beyond 
question, found no exception in this case. Operation, 9 p. m., 
same day. On opening abdomen, the tip of the appendix pre- 
sented indications of necrosis, and was adherent to anterior ab- 
dominal parietes, this being the only point of abdominal attach- 
ment. The usual appearance of the gathering together of the 
surrounding viscera was absent; neither was there a thin walled 
viscus, So commonly found, ready to break into the free periton- 
eal cavity, but extending from the tip to the ileo-cecal juncture 
was a mass of exudate surrounding the appendix and involving 
the structures of the gut between the musculosa and submucosa, 
to the level of the lower ileo-cecal valve. There was no point 
of demarkation at junction of cecum and appendix. The mass 
was five and one-half inches long, five inches in circumference 
at base, and one and one-half inches at apex. This exudate gave 
every appearance of recent formation, being friable and but 
slightly vascular. The outer surface of the cecum above the 
point where the exudate was in evidence and the lower one-and- 
one-half inches of the colon, were of a dark grayish color, involv- 
ing about one-fourth of the circumference of gut, indicating an 
early necrosis. There was no meso-terieon. 

The usual mode of operation not being feasible in this case, 
it was hard to decide as to the best course to pursue. It was 
impossible to invaginate this mass of exudate or separate it from 
its appendicular attachment. Operations upon cases having no 
precedent, and in which the decision must be made in a moment, 
call forth all the ingenuity and resourcefulness of the surgeon. 
The question in this case was whether it were better to make a 
resection of that portion of the gut involved or make a cresentic 
excision and unite the edges, or whether to bring the appendix 
into the abdominal wound and transfix the same. The first prop- 


osition was rejected. The second, on account of friability of ex- 
udate, was found unsafe. The third was, therefore, adopted. 

The appendix was excised one-and-one-half inches from 
stump and attacht as indicated, care being taken to distribute 
a very free omentum around the diseased portion of the gut and 
base of appendix, so that in case of perforation, we would have 
omental protection and the advantage of easy access to the parts 
involved. 

The patient made an uneventful recovery with a firm ab- 
dominal cicatrix. On examining the tip of the appendix, its walls 
were found to be thick and bulging. ‘Two inches from tip its 
lumen was occluded, the part distal from this being filled with 
a large blood-clot, about one and one-half drachms of pus and a 
cucumber seed. This is the first time I have ever found a for- 
eign body of like nature in the appendix. 

Case II. Miss A. E. Trained nurse. Aet. 24. English. 
History—Two previous attacks of irritative appendicitis, one of 
which was of sufficient severity to confine patient to bed. No 
elevation of temperature. Saw case Feb. 14, 1902, when she com- 
plained of pain in right umbilical region, accentuated upon pres- 
sure; abdominal muscles were relaxt; no involvement of uterine 
adnexa; general aspect cheerful, no vomiting; temperature 98.6. 
Patient also presented a history of several severe attacks of pain 
in the sacro-lumbar cord, which attacks appeared suddenly, alter- 
nating with the appendicular involvement. Her condition re- 
mained unchanged until Feb. 21st, with the exception that pain 
was accentuated, and especially so during the night. 

Diagnosis — Catarrhal appendicitis. Prognosis - k ‘covery 
without pus formation. 'TTreatment—Expectant. Feb. Zlst, ab- 
dominal muscles more rigid; temperature 99.6. Operation decided 
upon. 

On opening abdomen, some difficulty was met in locating the 
appendix, and it could only be done by following down the longi- 
tudinal, muscular, colonic band. The appendix was curled upon 
itself, reaching first into the ileo-cecal fossa, then passing across 
the vertebral line into the left side of abdomen! “Ihe adhesions 
which bound the appendix firmly to the posterior parietes were 
very dense. These were cut between cat-gut sutures, the appen- 
dix liberated, the stump invaginated and the wound closed in 
the usual manner. 

On examining appendix, it was found to be perfectly normal, 
except at about one-half an inch from its distal end, where there 
was a constricting band, simulating a tightly drawn ligature, 
completely occluding its lumen. There was no indication of in- 
flammatory action, or foreign material within its cavity, nor of 
lowered vitality except at the point of constriction. 

It appears from the history and results that it is not neces- 
sary to have a suppurating appendix to require its excision. The 
patient in this case might or might not have succumbed to this 
or some future attack. The indications were that, owing to the 
constricting band, necrosis of the distal portion, from interfer- 
ence with its circulation, would have been the logical sequence, 
the result: a fulminating attack becoming fatal before operative 
procedures could be resorted to. One thing we do know: the 
patient was greatly inconvenienced in her vocation, and was comi- 
pelled to take frequent recuperative vacations, on account of 
these attacks and the condition of morbidity engendered there- 
from. I have no doubt that from the position of the appendix, 
and density of adhesions, that the anterior primary divisions of 
the lumbo-sacral cord were involved to a degree sufficient to 
cause her severe paroxysms of sciatica. 

Case III. E. Me. <Aet. 17 months. History: Previous 
health good; on the night of Feb. 18th, 1902, there was a severe 
attack of vomiting, which resisted all habitual methods of con- 
trol. I saw the patient Feb. 19th, at 11 a. m., temperature 103.6; 
still vomiting at intervals; cried when effort was made to exam- 
ine abdomen. She was placed on a table and anesthetized, when 
I found markt rigidity of abdominal muscles on the right side. As 
the effect of anesthetic gradually wore off, I, by careful manip- 
ulation, discovered tenderness in the appendicular region. Diag- 
nosis—“‘Appendicitis.” On account of the rariety of this disease 
in childhood, I did not feel like taking the responsibility of in- 
sisting upon operation without farther consultation. This was 
agreed to by parents. My consultant, a surgeon of wide experi- 
ence in these matters, dissented from my diagnosis. [At this ex- 
amination the child was not chloroformed.] I decided to pursue 
expectant treatment, and await developments; therefore advised 
secant liquid diet, free catharsis, and, on account of age, hot 
local applications. Under this treatment vomiting ceast, the 
high temperature subsided until March ist, when it became 
normal, and so remained until March 3rd, when it again reacht 
102.6. During the period between Feb. 19th and March 3rd, I 
exercised every ingenuity to confirm my diagnosis, altho it 
was impossible to make an examination without an anesthetic. 

On account of such a sudden elevation of temperature, and 
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in view of dissenting opinion, from such eminent authority, as to 
my original diagnosis, the father requested farther consultation. 
This physician tacitly expresst the same opinion as my previous 
consultant. We agreed, however, to again anesthetize and exam- 
ine the child. The tumor was then easily outlined in the right 
iliac region, having every indication of being walled off from the 
free peritoneal cavity. There were no symptoms at this, or any 
other time, of peritonitis. We decided to drain the abscess un- 
doubtedly present. 

On opening the abdomen the parietes were found highly con- 
gested, and the abscess surrounded by a mass of intestinal and 
omental adhesions. There was about four ounces of thick, 
creamy pus in cavity, which was freely irrigated, gauze drain- 
age inserted, and abdomen securely bandaged. The wound was 
completely healed at the expiration of two weeks. 

The literature concerning appendicular affections among chil- 
dren shows this condition to be very rare. Many surgeons de- 
clare that appendicitis in so young a child is a physical impossi- 
bility. Such was the opinion of my first consultant. The ques- 
tion arises as to whether this disease is as rare as we are led to 
suppose, or whether it is not altogether overlookt by the physi- 
cian. It is certainly a fact that in this case, had the subjective 
signs been less markt, and had I not resorted to the use of chlor- 
oform, it would have remained as one of those obscure diseases 
of childhood, of which no satisfactory explanation can be made. 


PERFORATING GUNSHOT WOUND OF ABDOMEN—RECOV- 
ERING WITHOUT ABDOMINAL SECTION.* 


BY W. 9. ROBERTS, M. D., LOUISVILLE, KY, 
Professor of Surgery in the University of Louisville. 


That it is not always best to perform abdominal section for 
penetrating gunshot wounds of the abdomen, even in civil prac- 
tice, is shown by the following case: 

A boy, 18 years of age, patient of Dr. T. H. Garvin, of Horse 
Cave, Ky., was accidently shot with a 32-caliber revolver in the 
hands of a companion. The bullet entered the abdomen about 
two inches back of the anterior superior process of the ilium on 
the left side, some three-quarters of an inch below the crest of 
the ilium. 

Two hours after the accident he was seen by Dr. Garvin, who 
examined him with care, but was unable to tell—even by the in- 
troduction of a probe—whether or not the ball had penetrated the 
abdominal cavity. The temperature was normal, the pulse 108, 
with no pain except at site of skin-wound, and no tenderness on 
palpation anywhere on the abdomen. 

The treatment therefore consisted merely in thoro cleansing 
of the external wound and the application of a dry, antiseptic 
_ dressing; with a quarter of a grain of morphine hypodermically 
to quiet the nervousness. Orders were given for a dose of Ep- 
som salt six hours later. 

Late that afternoon the patient’s pulse was 106, temperature 
99° F. He had vomited several times and urinated freely, but 
the bowels had not acted. There was no soreness or pain in 
the abdomen, but the patient complained of cramps in his hip. 
The morphine and strychnine were repeated and an enema or- 
dered to be given in the morning. 

On January 10 (the following morning) the bowels had acted 
well, pulse 104, temperature 9914° F., patient had taken chicken 
broth and egg-nog in small quantities during the night. He com- 
plained now of some pain and soreness in the bowels; the bowels 
had acted freely. There was no blood in the stools. 

Late in the afternoon of January 10, patient’s pulse was 98, 
temperature 100° F. There was considerable soreness over the 
abdomen, one inch below the McBurney point. Just after the 
doctor left the house he was hurriedly recalled; the patient had 
had another action of the bowels, and in it was found the bullet. 

On the morning of January 11 his pulse was 88, temperature 
99° F.; bowels had acted three or four times during the night: 
there was some tympanites and tenderness; hot applications were 
made to the abdomen and 4 grain morphine given hypodermic- 
ally. 

On the morning of January 12 his pulse was 78, temperature 
normal, tympanites and tenderness entirely disappeared, and 
from that time on he had no further trouble. He was kept in 
bed twelve days. 

There was never any blood in the stools. Pain and tender- 
ness were complained of on the right side, while the bullet en- 
tered upon the left side. 

No information could be obtained as to the direction from 
which the bullet came, nor could the doctor tell by the use of 
the probe at the time whether or not the ball had entered the 


cavity. 
*Reported to the Louisville Medico-Chirurgical Society. 


GONORRHEA (SOCIOLOGICALLY CONSIDERED.) 


BY FRANK W. GLENN, M. D., NASHVILLE, TENN. 
Professor of Genito-Urinary Surgery in the Vanderbilt University, 


There is no disease to which human flesh is heir more com- 
mon than gonorrhea! There is likewise no disease to which 
human flesh is heir than entails more physical misery, results in 
more unhappiness. In its social relations it is one of the most 
baneful influences known on earth. When we reflect on the vast 
amount of suffering, imposed directly on the individual himself, 
in the shape of cystitis, seminal visiculitis, protatitis, gonorrheal- 
rheumatism, pus-kidney, pericarditis, and endocarditis—ending 
frequently in death—we cannot fail to recognize its serious nature. 
The situation is truly appalling, but not the least exaggerated. 
We might, however, appease the horror of such a condition with 
the thought that it is but the penalty that nature demands for 
disobedience of her laws, suffered by the violator. But when 
we think for a moment of the untold suffering entailed on the 
innocent victims of man’s total disregard for sexual purity, it is 
indeed a most dismal and heart-rending picture. The intense and 
life-long sufferings of many a pure and innocent wife, from vari- 
ous urerine inflammations, pus-tubes and ovarian abscesses, con- 
signing frequently to an early and untimely death; and the many 
bright and beautiful children, from whose eyes the beauties of 
this earth are forever shut’ out by the destructive results of a 
gonorrheal ophthalmia—all combine to make my first assertion as 
true as it may be startling. 

When we reflect for a moment on these things, we realize 
at once the enormity of gonorrhea in the male from a social 
standpoint. How many a wife goes thru life longing for, but 
never to be blesst with, that climax of woman’s desire: mater- 
nity—all due to an antecedent gonorrhea in her husband; while 
she, as well as her physician, nearly always lays the blame on 
herself! 

When we reflect upon the many dire results from a disease 
which we formerly thought was “no worse than a bad cold,” it 
is time the medical profession were taking earnest, active and 
aggressive steps to eradicate it, or, at least, in a great measure 
to prevent its disastrous results. 5 

I believe I can say without fear of contradiction, that ninety- 
eight per cent of the male population of large cities, who have 
reacht the age of twenty-five years, have been infected with 
gonnorhea. In rural districts the percentage is not so large—only 
about twenty-eight or thirty per cent. Now when we realize that 
it is about as common for a man to have a gonorrhea as it is to 
have an ordinary cold, and what life-long physical suffering it 
entails; and again how much marital unhappiness it has caused, 
resulting in divorce and a blighted life, it behooves us to most 
earnestly consider the best means of preventing this most baneful 
malady. 

First, and most important, stands the early training of boys 
in sexual hygiene. 

Accordingly, then, every boy-baby should be circumcised. 
This insures cleanliness, and renders the likelihood of his being 
a confirmed masturbator far less. 

Then, at the age of twelve or fourteen, his father should in- 
struct him fully as to the danger from contracting a gonorrhea. 
This mode of education should be continued all thru his boyhood 
days from puberty to adolecence. 

It is well-nigh useless to try to teach boys not to have inter- 
course before marriage, for the sexual désire is the hardest to 
control of all natural appetites; but care in their selection, to- 
gether with cleanliness, and an early application to a competent 
medical man for treatment, will do much toward lessening the 
number of cases of gonorrhea; also to the avoidance of many of 
the severe consequences resulting. Teach the boys to studiously 
avoid the friend or the druggist in the treatment of gonorrhea, 
but teach them to go, and to go quickly, to a competent medical 
man. 

Again, every well-posted practitioner of medicine knows that 
silver nitrate is a most potent antidote to the gonococci, there- 
fore, if properly employed, will prevent a gonorrhea. Therefore, 
after every illicit connection, the parts should be well cleansed, 
and. bathed in a weak solution of nitrate of silver; then a small 
quantity should be injected into the anterior urethra and held in 
contact with the lining membrane for five minutes. This precau- 
tion would prevent gonnorhea in almost every instance. 

Much has been said and written on the subject of weekly, 
tri-weekly, or even daily inspection of public prostitutes as a 
means of prevention of gonorrhea, but so far as experience has 
proven, it is practically a failure. In this day, when clandestine 
prostitution is so frequent, it is well-nigh impossible to inspect 
the females. In those cities where prostitution is legalized, and 
where they are examined twice each week by competent men, it 
has been a failure. If inspection is to be at all effective, it should 
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be done daily. - It occurs to me that the following would be a 
most proper course, if any method is to be employed at all: Have 
a physician located in every house of prostitution and paid by 
the city. Have the only entrance to that house thru the doctor's 
office. Allow no man to enter that house until he is carefully 
examined by the doctor and given a certificate, which he is re- 
quired to exhibit to the mistress of the house before he is per- 
mitted to entertain one of its inmates. 

I know that with all of these stringent precautions, gonor- 
rhea would not be eliminated from the world, but I am sure the 
number of cases would be very greatly lessened. 

Now to summarize: 

1. Gonorrhea is the most prevalent of any diseases which 
afflict the male portion of human beings. 

2. It entails untold suffering to the man himself from its 
various complications and sequences. 

38. It causes great physical suffering to the innocent wife 
and children, and frequently results in death. 

4. It frequently causes the disruption of an otherwise happy 
family, resulting in estrangements and divorce, and many times 
disgrace. 

5. The best means of prevention are early circumcision, a 
thoro education of the youth of the land in sexual hygiene, a 
thoro examination of all men before entering a house of prosti- 
tution, and, lastly, thoro cleanliness, followed by the application 
of weak solution of nitrate of silver. 


CYSTITIS.* 


BY H. M. WILDER, M. D., CHARLOTTE, N. C. 


Inflammation of the bladder may be caused by direct irrita- 
tion of the vesical mucous membrane, such, for instance, as 
strong, irritating, and unskilfully administered injections in the 
treatment of gonorrhea, stricture, gleet, etce.; frequently rude 
catheterization, foreign bodies (especially calculi) give rise to 
this disease; the admixture of acrid substances in the urine, or 
the formation of irritating matter in the bladder, the result of 
decomposition of urine—all these may give rise to most distress- 
ing and intense forms of catarrhal cystitis. Vesical catarrhs 
may also be induced by the unwise use of catheters, sounds and 
drastic purgative drugs of various kinds, such as aloes and 
scamony. The balsam of copaiba, spirits and oil of turpentine 
in excessive doses, cantharides, and many other so-called “urin- 
ary specifics,” such as are frequently given by the unwise and 
meddlesome empiric, or drug clerk, who contents himself in 
gratuitous prescribing for the patient, sometimes leads to a 
state of chronic irritation of the bladder, if not to a true cystitis. 
The disease also has its origin in certain diseases of the spinal 
cord, in stricture of the urethra, enlarged prostate—in fact, any- 
thing which interferes with frequent and perfect evacuation of 
the bladder. Tumors and cancers of the bladder also give rise 
to cystitis. 

In acute cases the vesical mucous membrane is reddened, 
swollen and relaxt. The-surface is covered with mucus mixt 
with detacht pavement epithelial cells in variable quantities. 

In chronic (catarrhal) inflammation the redness fades some- 
what—the color often assuming a dirty gray color—but retains 
the same thickening and relaxation; the submucous tissues also 
becoming thickened from hypertrophy. The urine is often 
decomposed, of an acrid ammoniacal odor and alkaline reaction; 
sometimes pus may be present, especially late in tuberculous and 
cancerous disease. 

The acute form not infrequently disappears under rest; but 
chronic catarrhal cystitis rarely terminates in recovery. As the 
disease advances ulcers and submucous abscesses may form— 
even perforation sometimes taking place, with discharge into the 
rectum,, vagina or the peritoneal cavity. Occasionally diffuse 
perivesical abscesses follow ulceration. 

In cases of long standing, especially when dependent upon 
some impediment to the outflow of urine the mucous and mus- 
cular coats become enormously thickened—even to as much as 
a half inch. The muscular fasciculi become so well developt in 
these instances that they form rib-like formations projecting 
into the interior of the bladder, giving somewhat the appearance 
of the right side of the heart (right ventricle). The capacity of 
the bladder is more or less compromised in consequence of this 
development caused from the hypertrophy of the bladder walls. 
In the eccentric form of abnormal development the bladder may 
rise up in the abdomen even as high as the umbilicus. In the 
concentric development of the bladder that viscus may be re- 
duced to the size of a common walnut or ordinary orange. In 
some cases of vesical catarrh, especially when associated with 
impediment to the exit of urine, the mucous membrane presses 


*Synopsis of paper read before the Charlotte Medical Society. 


asunder the muscular faciculi and is forced in between them. 
forming diverticuli or small pouch-like formations, at first small 
and round and later into larger pouch-like formations into which 
stones or calculi find their way and become encapsulated, and 
other forms of detritus and refuse find their way into these 
pouches, and become a source of irritation and give rise to a 
chronic catarrhal condition of the bladder walls. 

The syptoms of acute catarrh of the bladder are some- 
times accompanied with the usual febrile symptoms that accom- 
pany acute inflammation of other parts of the urinary tract. As 
a rule, however, there is neither elevation of temperature nor 
acceleration of the pulse. In recent cases the patient complains 
of undefined pains in the hypogastric region and perineum. The 
pain usually ranges from the kidneys down the course of the 
ureters, bladder and urethra to the glans penis. In severe cases 
of vesical catarrh pressure exerted upon the region of the 
bladder gives rise to pain. The congested and irritable vesical 
mucous membrane evinces the utmost intolerance to the con- 
tents of the bladder. The collection of a few drops of urine in 
the bladder occasions the most urgent desire to micturition. 
The sphincter vesicae is constantly in a state of spasm, causing 
vesical tenesmus resembling in distress that which is caused 
by rectal tenesmus in catarrh of that viscus. The patient in 
such instances is constantly employed in effort to void his urine 
and in fact has the urinal constantly in his hand for micturating 
purposes. The few drops of urine that are frequently voided in 
spurts, cause a sharp, burning sensation almost resembling in 
the imagination the passing along the urethra of molten lead or 
scalding water, and the bladder at times feels a sensation of 
— especially upon the changing of the position of the 

y. 

In all recent catarrhs the quantity of mucus formed is 
scanty, so that but a few floceuli are scattered thru the urine. 
Later on the urine passt becomes turbid, filled with mucous sedi- 
ment in a greater or less degree. The disease may run its course 
and get well in a few days and that form caused from drinking 
fresh beer usually passes off in a few hours. Sometimes the 
spasm of the sphincter vesicae, which occurs in vesical catarrh, 
gives rise to complete retention of urine, and the same occurs in 
old persons, owing to supervening changes incident to old age, 
such as edema, and fatty degeneration of the muscles of the 
bladder. A “myopathic palsy of the detrusors” arises which 
also causes retention. It is this circumstance which renders 
simple vesical catarrh a dangerous disease to old persons. 

In chronic catarrh of the bladder the pain usually abates 
after awhile, but the intolerance of the viscus against its con- 
tents and the constant inclination to urinate continue. The 
quantity of mucus increases considerably. At first a somewhat 
transparent stratum of mucus sinks to the bottom of the vessel. 
Afterwards the urine becomes thick, and turbid and its sedi- 
ment is more or less opaque, and of a white or yellow color. ‘If 
the urine undergoes the so-called alkaline change or fermentation 
in the bladder the secretion of the diseased mucous membrane 
becomes full of pus-cells and disintegrating epithelium suffers a 
peculiar transformation—forming a gelatinous, coherent mass, 
which, when poured from one vessel to another, holds together 
so it may be drawn into long shreds. By decomposition of the 
urine urate of ammonia and phosphate of ammonia are formed; 
but the mucus of the urine does not always lead to decomposi- 
tion, as many cases of protracted catarrh of the bladder are ac- 
companied by acid urine, without any microorganism present. 

Ulceration of the vesical mucous membrane is to be suspec- 
ted when pus is present and becomes abundant, when from time 
to time blood is discharged with the urine, and when a slow 
fever arises—which fever rapidly weakens the patient unless 
immediate and proper measures are adopted. When the inflam- 
mation reaches such a point that diffuse suppuration of the 
bladder is present the patient becomes collapst: the counte- 
nance is sunken, the skin cold, the pulse small and steady, etc.; 
and peritonitis soon closes life. 

Thickening of the walls of the bladder from hypertrophy 
of its muscular fasciculi may be determined by the appearance 
above the symphisis pubis of a firm tumor—which may extend 
as high as the umbilicus, and in the female resembles a fibroid 
of the uterus. The patients usually cannot empty the bladder 
when the case reaches this stage—involuntary discharge occurring 
when it becomes overdistended. 


TREATMENT. 


If the cystitis be produced by use of cantharides or other 
“aphrodisiac,” simple discontinuance of the drug will usually 
remedy the disease. The use of fluid foods (milk, broths, predi- 
gested prepared foods, etc.) is to be advised in this as in other 
acute forms of bladder irritation. 

The acrid nature of the urine can be remedied by the ad- 
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ministration of boracic acid, liquor potassi, the citrates of po- 
tash and soda, in conjunction with saline cathartics. 

The resort to suppositories containing the different prepara- 
tions of opium as well as the sedatives: hyoscyamus, coniui, 
belladonna, bromides of soda and potash has been attended by 
good results; alleviating the pain, distress and tormina attend- 
ant upon the vesical tenesmus that is so constantly associated 
with the disease. Triticum repens (fluid extract of couch grass or 
dog grass) in teaspoonful doses administered every 3 or 4 hours 
has been attended with good results. 

Sitz baths, simple and medicated, administered as warm as 
can be borne for 10 or 15 minutes, are often attended by signal 
relief to the sufferer. They frequently relieve the scalding sensa- 
tion that often attends acute catarrhal cystitis. 

As I have just indicated above, it is best to use saline ca- 
thartics not only to keep the bowels open, but to subserve an- 
other purpose: they reduce the ardor of the urine, especially 
when taken in conjunction with such alkaline diuretics as liquor 
potassi, &c. 

In old worn-out cases the administration of strychnine and 
tonics should always be kept in the foreground in the treat- 
ment of the exhausted condition incident upon the chronic forms 
of cystitis. Properly applied, electro-therapy, in my opinion, 
might do much to restore the diseased organ to tolerance if not 
to recovery. 

The administration of mucilaginous drinks do good, such 
as flax-seed, tea, mucilages of both acaciae and tragacanth. 
Decoctions and infusions of uva-ursa and buchu leaves are 
doubtless at times administered with benefit to the patient. 
There are scores of such medicines used as copaiba, cubebs, oil 
of sandalwood, compound tincture of benzoin, with many other 
demulcents. And it is probable that many of them subserve a 
profitable purpose in certain cases of the disease. 

The surgical treatment consists in washing out the bladder 
with a double canula catheter and fountain syringe, using for 
that purpose sterilized water, sometimes distilled water with 
salt in normal proportions, which subserves the purpose of 
bringing away the detritus, decomposing urine, &c.; and also of 
gentally stimulating the weakened mucous membrane and hur- 
rying the reparative process. A great many antiseptics, and dis- 
infectants are used in varying strengths of water and other 
solutions for the cleansing out of the bladder. Some of them 
I will mention: Corrosive sublimate, carbolic acid, permangante 
of potash, creoline, nitrate of silver and boracic acid. The one 
that I have used with perhaps the greatest amount of benefit is 
the old and ancient nitrate of silver in, say, from 4 to % of a 
1 per cent. solution. 

In the chronic form of this disease and that which most fre- 
quently afflicts the aged (especially old men), the best surgical 
experience in my hands and that which has been fruitful of 
good results is the teaching of my patients how to keep the soft 
India-rubber catheters (which are the best for their use) clean, 
and the art of gently introducing the same into their bladder. 
The catheter should be introduced every 8 or 12 hours in order 
to drain away the residuary urine left after the voluntary act 
of micturition. This, of course, is done to drain the bladder 
completely of such urine which, if left, would become fermented 
with its attendant bad results. In cases where it is impossible 
to catheterize the patient, I puncture the bladder with a No. 8 
trocar just above the pubis in the median line while the bladder 
is well distended and the peritoneal covering is well drawn up, 
thus avoiding the wounding of said membrane, which can be 
easily avoided by proper care. It causes no shock whatever, 
and the beauty of the procedure is that it can be easily per- 
formed by an ordinarily careful surgeon or physician with per- 
fect safety and, as I claim, will greatly reduce the mortality 
brought about by either the much vaunted operations of perineal 
section or suprapubic cystotomy, either of which are dangerous 
with the aged and infirm. After leaving the canula in the ab- 
domen for 36 to 48 hours, I pass a No. 8 soft catheter into the 
bladder thru the canula by the means of a wire and slip the 
eanula out over the India-rubber soft catheter, and take a piece 
of plaster, cut a hole in same, pass over the end of the catheter 
and pin with a safety-pin thru the cortical edge df catheter to 
retain it in situ. 

These cases, of course, embrace chiefly those cases of en- 
larged prostate gland attended with paresis, or atony of the 
bladder walls, in which the detrusor urinae muscles are involved. 

The strictly operative procedures will be found described in 
any late text book on surgery. 


Johnson and Johnson, of New Brunswick, N. J., have issued 
a little book entitled: First Aid Manual, containing suggestions 
for prompt aid to the injured in accidents and emergencies. Ed- 
ited by Fred. B. Kilmer. Illustrated; 113 pages. Price in cloth 
50 cents. It contains many important matters. 
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SOME DISCOURAGING CASES OF ERYSIPELAS, WITH RE- 
MARKS ON TREATMENT.* 


BY PHILIP B. NEWCOMB, M. D., ST. LOUIS, MO. 
House Physician Bethesda Hospital. 


It is now generally taught that erysipelas is not such a 
grave condition, Tyson (for instance) saying that the prognosis 
is favorable except in old age, the intemperate and those in 
broken health; but our recent experience at the Bethesda Home 
and Hospital leads to a different conclusion: 10 cases with 9 
deaths! Rotch agrees with us that it is a severe disease in early 
life, stating that in erysipelas occurring before the end of the 
third week the infant seldom survives, and it is a most danger- 
ous disease up to the end of the third or fourth month. This is 
due to the lack of resisting power of very young children, as 
well as the ease with which inflammation spreads. 

Case I.—Chester Lovell, aged 1 month, previously healthy, 
had an enlarged lymphatic gland in the cervical region, which 
was poulticed with a 2.5 per cent. carbolic solution. On the 
skin in this vicinity an inflammation arose, soon asuming the 
peculiar appearance of erysipelas. It spread rapidly over the 
head and face. The child died 18 hours after the first skin man- 
ifestation. 

Case II.—Mabel Thomas, aged 3 months, had an acute otitis 
media, right side, with rupture of the membrana tympani and 
purulent discharge for two days, during which time the exter- 
nal ear and auricle became greatly swollen, and the picture of a 
phlegmonous cellulitis was presented. The character changed, 
however, to the red, shiny, sharply-defined inflammation of ery- 
sipelas, which spread rapidly up over the face and scalp, and 
ran down the neck. ‘The discharge from the ear ceast (as is 


usual in such instances), but death occurred in 40 hours from the 


time the disease declared its character. 

Case III.—James McBeth, aged 3 months, under treatment 
for congenital syphilis, became the subject of primary facial 
erysipelas, the process starting about the alae nasi. Death re- 
sulted in 48 hours, the inflammation having by this time involved 
the entire head, face, neck and back. 

Case IV.—Walter Davis, aged 1 month. The disease ran 
a fatal course of two and a half days. ; 

Case V.—May R., aged 18 days At the time of admission, 
three days previously, a slight rediess was noticed about the 
umbilicus, and the history is presented of the death of the 
mother from “blood poisoning.” Erysipelas developt at this 
point and over the right hip, spreading rapidly over the abdomen 
and down the thigh. Death occurred in 28 hours after the diag- 
nosis was made. 

While the course of the disease has been so rapid in the 
instances cited, yet the onset in these and all other cases did not 
prove to be so sudden, severe or violent as we are often lead to 
believe is usual. In none of the seven infants affected, were 
the nurses able to notice a chill or convulsion as the initial man- 
ifestation, the babies ran slight temperatures, which gradually 
increast; the child was sick, but not remarkably prostrated up to 
the time the skin lesions made definite and diagnostic announce- 
ment of the disease. 

Two cases present interesting features as regards the eti- 
ology, in which it seems scarcely possible to demonstrate any 
external lesion as the port of entry for the infection. Case one, 
just quoted, is an example of this extension from within out- 
ward, if the expression be ever permissible in this disease. The 
infant, as may be remembered, was affected with an enlarged 
lymphatic gland of the deep cervical system at the posterior 
border of the sterno-cleido-mastoid muscle. An external inflam- 
mation appeared, which, at first thought, seemed due to the car- 
bolic acid applications; but which, however, soon assumed the 
distinctive erysipelas character. 

Case VI.—Clarice May, aged 21 days. Suffered precisely the 
same experience as regards the preceding glandular inflammation 
in the neck, the posterior auricular glands being affected in ad- 
dition. Case two, already noted, began with an acute purulent 
otitis media, but seems hardly to belong in this class, inas- 
much as a secondary infection with the streptococcus of Fehl- 
eisen is probable. 

The mortality shows that the treatment has unfortunately 
been of small value, only one case of the ten surviving the attack. 
The internal therapeusis was of an eliminative and supporting 
character. Pilocarpin and saline purgatives were the favorite 
agents employed under the former heading. 

Serumtherapy was adopted in three cases, and proved uni- 
formly unsatisfactory. Case one received two hypodermic in- 
jections of antistreptococcus serum of 5 c.c. each, on the second 
day of the disease, at six-hour intervals. From the time of first 
injection until just before the second attempt, the temperature 


*Synopsis of paper read before the Bethesda Pediatric Society. 
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suffered a fall of 3.2°F., from 102°F., but death intervened 8 
hours later. 

Case VII.—Dick Altmeyer, aged 1 year. Shows a much 
better record for this form of medication. On the third day of 
the disease he also received two injections of 5 c.c. each, six 
hours apart. Thirty minutes after the first injection the tem- 
perature had fallen from 103.4 to 98.4. The fall was only tem- 
porary, the thermometer registering 104.2 in four hours. The 
second injection had but little effect. 

Case VIII.—Miss M. T., aged 42 years. Primary erysipelas 
of the face. Yielded no results of a permanent nature for seven 
injections of serum (10 ¢.c. each in amount), extending over the 
first three days of the disease. Death occurred at the begip- 
ning of the fifth day. 


TREATMENT. 


Of the numberless local applications recommended in this 
disease, ichthyol was chosen for the most extended trial. The 
drug was employed in the form of aqueous solution, with collo- 
dion, and with vaselin as an ointment, in various instances. <A 
formula found superior to any of the above combinations in 
checking the extension of the inflammatory process, is the fol- 
lowing: 


M. Sig.—Anoint parts; cover with gauze, rubber tissue, and 
light dressing. 

Case IX.—Mrs. Malone, aged 60 years. A mixture of equal 
parts of camphor and carbolic acid was painted over the face, 
which was then covered with cotton and rubber tissue, the 
whole being bound down by strips of adhesive plaster. This 
patient made a nice recovery in seven days. Case three, treated 
in like manner, died at the end of 48 hours. A paste containing 
kaolin, glycerine and boric acid was used thruout in case six, 
but as nearly the entire body of the child was affected, it proved 
impossible to keep a thick layer covering all portions and the 
test of the preparation is, hence,, of doubtful value. Death oc- 
curred on the eighth day. 

Case two received sratteibiont of gauze saturated in the fol- 
lowing solution: 


The results, as regards “the arrest of the process, were neg- 
ative. 

It appears plain that the local treatment was of little avail. 
A new line of external attack upon the inflammation has been 
suggested which will be given a trial in any subsequent ap- 
pearance of the disease in this institution. This plan of action 
is based upon the fact that the streptococcus of Fehleisen is aero- 
bie in character and the effort is made either to abstract oxygen 
from the affected tissues or to prevent the further supply of 
oxygen thru the medium of the atmosphere. The former method 
is advocated by Curtis, hfs idea being based upon the affinity of 
sodium sulphate for oxygen. It is claimed that when the former 
is applied as a poultice to the diseased area oxygen is abstracted 
so rapidly as to destroy or inhibit the growth of the micro-or- 
ganism. 

Case X.—Miss K., aged 28 years. She was partially para- 
lyzed as a result of two previous attacks of embolism, had a 
large mitral lesion with markt failure of compensation, and had 
suffered an almost uncontrollable hemorrhage from the nose 
some months before. At the time of her attack of erysipelas 
the feet, legs, hands and face were edematous, and the outcome 
could scarcely be held in doubt. Nevertheless this patient lived 
eight days, but the temperature during this time did not once 
exceed 100.4°F. On the seventh day she had a third attack of 
embolism, at which time the temperature reached its lowest 
mark—95.2°F. Vierodt attributes embolism itself as a causa- 
tive factor of low temperature locally, but that does not account 
for the lack of continued high febrile movement during the whole 
course of the disease and busnormal temperature findings prior 
to the sixth day. The last attack of embolism left the patient 
in a state of coma, and death occurred two days later. 


In the treatment of contracted bladder, Robson advises 
graduated fluid dilatation, first suggested by Matthews Duncan, 
in all cases which are considered incurable, as this method, fre- 
quently so efficacious, is not employed as often as it should be. 
He advocates salol and boracic acid, five grains each three times 
daily, in all operations on the urinary passages, and believes 
administration of these drugs has done much to abolish post- 
operative urinary fever. 


TRAUMATIC POPLITEAL ANEURISM TREATED BY LIGA- 
TION ABOVE AND BELOW, AND EXCISION 
OF THE SAC.* 


BY HUGH M. TAYLOR, M, D., RICHMOND, VA. 


Professor of Surgery, University College of Medicine, Richmond, Va.; Surgeon 
to Virginia Hospital, Etc. 

This youth has popliteal aneurism, the result of a fall and 
severe injury to his knee six months ago, presenting a pulsating 
tumor centrally situated in the popliteal space, as large as a 
turkey’s egg. Its pulsation is distinct, synchronous and expan- 
sile, and the impulse is eccentric, all of which are cardinal symp- 
toms of aneurism in its first stage, at which time there is only 
fluid blood in the sac; but they are by no means pathognomonic; 
any tumor situated over an artery of sufficient size will have 
the impulse of that vessel conveyed to it, and many very vas- 
cular tumors have a distinct pulsation. We must seek for other 
evidences of aneurism and analyze these symptoms more fully. 

If we place the fingers of both hands upon this tumor, we 
will see that with each pulsation the fingers are separated—i. e., 
the tumor expands with each pulsation. The impulse given an 
abscess, an inflammatory swelling or tumor situated over an 
artery, is up and down, and not expansile. Besides firm pressure 
drives the blood out of the sac by compressing it; this, of course, 
cannot be done in an aneurism in the second stage when the 
laminated clot has formed in the sac. If we empty this sac 
by pressure and quickly remove the hand, an appreciable interval 
occurs before the sac refills and the impulse returns; not so 
with an abscess—the first impulse of the artery is conveyed to 
the hand over the tumor. Pressure on the distal side of an 
aneurism will stop pulsation in the aneurism and make its sac 
more tense; proximal pressure will stop the pulsation in both 
the aneurism and abscess. 

If one apply the ear (by a stethoscope, or phonendoscope) 
over an aneurism, there will be noticed a bruit, very distinct in 
the first stage of the aneurism, less distinct in the second stage, 
because the laminated clot lessens in intensity. The bruit is 
more pronounced over certain parts of the sac because the lam- 
inated clot is irregularly deposited and is the thickest in that 
part of the sac where the blood current is slowest. But is the 
bruit a sure sign of aneurism? By no means. Vascular tumors 
with large sinuses have a pronounced bruit, but there is this 
differentiating feature: In the case of an aneurism, the bruit 
is transmitted for some distance along the artery, while in the 
vascular tumor the bruit is only heard over the tumor. 

We can only partially empty the sac in this case, and the in- 
ference is that the laminated clot (white fibrinous clot differ- 
ing from the soft, rapidly formed red clot found in arteries which 
have been ligated) has begun to form in this sac. The facts that 
this aneurism cannot be emptied, and that the bruit is less dis- 
tinct over certain areas, show that this aneurism is passing from 
the first to the second stage. 

Popliteal aneurism, next to aneurism of the arch of the 
aorta, is the most frequent. This artery is liable to be over- 
stretcht, is frequently injured by supra-condyloid fracture, and is 
often the site of atheroma. In this case, we have a history of 
trauma, and trauma at a site at which it is liable to injure the 
blood vessel. In supra-condyloid fractures, the gastrocnemei 
muscles pull the lower fragment downwards so that the frac- 
tured end looks directly backwards, and this displacement not 
infrequently does damage to the popliteal vessels. There is a 
diversity of opinion as to whether or not there was a fracture 
in this case. His attending physician, an exceptionally clever 
practitioner, thinks there was no fracture. It is perfectly pos- 
sible merely to have the artery stretcht and its coats torn, and 
a weak point in the artery wall thus occurs, and as a further 
sequence an aneurism. We are told that there was great swell- 
ing and inflammation about the knee, and that the boy was kept 
in bed by it for six weeks. There was some deformity about 
the knee for several months, and more than one _ physician 
thought there had been a fracture. The symptoms of aneurism 
did not manifest themselves until five or six months after the 
accident. 

Are we justified with this history in classing this as a trau- 
matic aneurism? The generally accepted classification of aneur- 
isms would not sanction this being put in that class. Your text- 
book (American Text-Book of Surgery) classifies a traumatic 
aneurism as one in which the artery is wounded and the blood 
escapes into the surrounding tissue. None of the coats of the 
artery enter into the formation of the sac of a traumatic aneur- 
ism; plastic lymph surrounds the clot. I do not think the ar- 
tery in this case was actually punctured at the time of injury. 


*Abstract of a Clinical Lecture in oe Amphitheatre of the Virginia Hos- 
pital. Reported by Hugh S. White, M. D. 
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I do think, however, that the artery was overstretcht at the 
time, and as a consequence four or five months later dilation of 
the artery at the point overstretcht ensued, with ultimately the 
formation of a sacculated aneurism, which is so clearly due to 
a trauma that I think it should be classt as a traumatic aneur- 
ism. 

An aneurism from trauma simply producing a weak point 
in the arterial coat, and later on dilation, will present a different 
clinical picture from that in which the lesion to the artery is 
complete. In the latter case, the blood is effused into the sur- 
rounding tissue rapidly, and pressure plus the blood-clot favors 
infection; hence, not infrequently these hematomata suppurate 
and an acute abscess ensues. 

What shall we do to cure this trouble? We cannot let it 
alone, for it is growing. We know the tendency of all aneurisms 
to be towards spontaneous cure or death. Nature is trying to cure 
every aneurism in which there is formed the white clot. If the 
mouth of the sac is small, and the force of the blood current is 
weak, it is possible for nature to fill the sac with the laminated 
clot; or a fragment of the clot may be washt into the artery be- 
yond the aneurism and plug it; or the weight of the sac pressing 
upon the artery may stop the blood current in the artery, or in- 
flammation may set up in the sac and obliterate it. All of our 
efforts to cure aneurisms are imitations of nature’s methods of 
cure. When we resort to digital or instrumental compression 
of the artery feeding the aneurism we do not wish to stop the 
circulation completely in the aneurism. If we did this we would 
have the red soft blood-clot form in the sac, which is not so dur- 
able and is much more dangerous, because of its breaking up 
and being swept on as clots to plug distant vessels. We merely 
try by limited pressure to lessen the force of the current thru 
the sac, and thereby help the fibrinous clot to form. If we tie 
the distal or proximal side of the artery we accomplish what na- 
ture accomplishes by pressure of the sac on the artery. If we 
introduce into the sac silver wire, or inject gelatine, we encourage 
coagulation of the blood; or if we needle the sac we excite a 
limited endarteritis and encourage the deposit of fibrin. 

Death may occur from rupture and hemorrhage; from gan- 
grene and pyemia; from thrombus, or from pressure necrosis 
of surrounding tissue. In the case of traumatic aneurism the 
common outcome is infection, abscess and hemorrhage. 

In the treatment of popliteal aneurism, we have the choice 
of several plans of treatment. 

(a) Ligation of the femoral (the Hunterian method). 

(b) Flexion of the leg upon the thigh, so as to compress 
the sae and artery. 

(ec) Ligation of the artery immediately above and below _ 
sac, and excision of the sac. 

(d) Instrumental or digital compression of the femoral. 

The oldest treatment with which I am familiar is what is 
termed “the Antillus method.” Antillus lived in the fourth cen- 
tury, and his method was to tie the artery immediately above 
and below the sac. History tells us that Ambrose Pare intro- 
duced the ligature of arteries in 1536. Obviously, this is a mis- 
take, if Antillus used a legature and tied the vessel in the fourth 
eentury. Sir William Harvey is supposed to have discovered 
the circulation of the blood only a few centuries ago, and we 
are told that the ancients supposed that the arteries contained 
nir; hence the name. These facts do not accord, in my opinion, 
with the idea that Antillus knew enough of the treatment of 
aneurisms to cure them by using a ligature above and below the 
sac, and this in the fourth century. It seems to me very much 
more logical to conclude that our forefathers were wiser than 
we think, and that in the many dark ages in the world‘s history, 
medical and surgical lore, as well as the knowledge of so many 
other things, was lost. We are told that prehistoric trephining 
was done; that mummies put away in the stone age, probably 
more than 4,000 years B. C., have been found with numerous 
trephine holes in their skulls, closed by membrane; and it has 
been stated that the exact counterpart of Sims’s speculum and 
catheters were found in the ruins of Pompeii. 

Proximal pressure, digital or instrumental, in the preasep- 
tic era was undoubtedly the safest treatment for aneurisms in 
the cases in which it could be applied. The treatment, however. 
is difficult to carry out, entails no inconsiderable amount of 
pain and discomfort to the patient, and is by no means certain 
as to its results. In the preaseptic era there were very many 
reasons for not adopting cutting operations. In the treatment 
of aneurisms we then had septic ligatures in septic wounds, and 
sloughing and secondary hemorrhage a not infrequent result. 
But this objection no longer holds good since the advent of asep- 
tic surgery. 

With regard to the true traumatic aneurism, the lines of 
treatment are logically fixt. In all instances in which the ar- 
tery wounded is accessible, the rule admits of no violation to 
treat the wounded artery by exposure, removal of the effused 


blood and proximal and distal ligation of its ends. This can be 
safely done with the usual aseptic precautions, and is conserva- 
tive practice in the fullest sense of the term. 

The Hunterian principle in the treatment of aneurisms was 
based upon the idea that if we ligate it some distance from the 
site of the aneurism on the proximal side we would get away 
from the atheromatous and into the healthy arterial tissue. 
Hunter surmised that the atheroma extended some distance 
above and below the sac; and in 1710 modified the Antillus 
method to the extent that he tied immediately above the sac, 
but did not disturb the sac in any way—certainly did not, as 
Antillus did, open the sac and pack it with myrrh. The Antillus 
inethod thus modified, as far as we know, was alone in vogue 
until proximal ligation was urged by Sir John Hunter, in 1785. 
As he had the septic ligature in a septic wound, plus atheroma, 
his operation was not infrequently followed by sloughing and 
secondary hemorrhage. 

What advantage has the modified Antillus method in the 
treatment of this popliteal aneurism over ligation of the femoral? 
The femoral is so superficially situated that it is much easier 
to reach and ligate than the popliteal, and this operation is made 
notably more difficult since we have the popliteal space filled 
with the aneurismal sac. But in ligation of the femoral there 
is always a possibility that the collateral branches may feed 
the sac and the aneurism not be cured. Again, one of the dan- 
gers incident to all ligations is the fact that we call upon the 
collateral circulation suddenly to do the work, and sometimes it 
is not equal to the task, and gangrene may result. If we tie 
the femoral the whole limb from that point must be nourisht 
by the collateral circulation, and the sac and its contents remain 
to be dealt with by nature. In one instance, examined after 
death, I have seen it reported that the artery, from the popliteal 
to the point of ligation of the femoral, was an obliterated cord. 
I do not know, but I think it probable when we ligate the pop- 
liteal that the artery is only plugged as far as the superior, ex- 
ternal, and internal articular, and the possibilities of a thrombus 
are only slight, since we remove. the sac and clot. 

We speak of the modern operation of ligation and excision of 
the sac as a “modified Antillus.” It is a modification to the ex- 
tent that Antillus did not excise the sac; but it is stated that 
he opened the sac after tying above and below and stuffed it 
with myrrh. I think you will see when the sac is removed, that 
the parts are left in a very much better condition for prompt 
union than if the sac and its contents were left. The surrounding 
tissues are unduly presst upon by the sac, and their powers of 
resistance to that extent have been diminisht, and after the liga- 
tion, there is a further diminisht resistance, incident to the 
very much lessened blood supply. Obviously, then, if the sac 
ean be safely removed, it is better out than in the popliteal 
space. If we do not remove the sac, we practically leave a 
foreign body which will endanger prompt wound healing; and, 
again, the sac may refill and continue as an aneurism if fed by 
the collateral circulation. One of the prominent dangers inci- 
dent to removal of the sac is successful separation of the vein 
and nerve from the sac. Besides, text-books give the mortality 
of proximal ligation at 18 per cent.; that of total extirpation of 
the sac at 11 per cent; gangrene, after proximal ligation, about 
8 per cent.; after extirpation, only 3 per cent. 

Ransohoff, in a paper read before the American Medical 
Association in 1893, reports twenty-five cases collected by him 
of total extirpation of the sac and no death. According to Mur- 
phy, in thirty-one cases of ligation of the femoral artery for 
aneurisms, hemorrhage occurred in eighteen. A very much less- 
ened mortality, plus other decided advantages fully warrant the 
procedure of complete excision after ligation. 

I have made, as you see, a very liberal incision five inches 
in length over the center of the tumor. Upon exposing the ves- 
sels, I find the vein to the outside, the nerve next, and the ar- 
tery on the inside. I find them stretcht over the tumor, and 
with the leg extended fully as it now is, there is no pulsation 
in the artery. This has misled me for a few minutes in my dis- 
section, but upon flexing the leg, I can easily verify the artery 
by its pulsations. The mouth of the aneurism obviously com- 
municates with the anterior wall of the artery, and the artery, 
as it lies upon the sac, looks as if it was uninjured. By careful 
dissection, I have freed the vein and nerve from the sac, and 
will have them carefully held out of my way with retractors. 
I have now ligated the artery in two places above and in two 
places below the sac, and have cut the artery between each set 
of ligatures. I have now excised the sac, and upon examining 
its mouth, find it is a little hole not larger than a large bird- 


ot. 

I hated to cut that artery, and I now regret I did so, for I 
believe that this hole could have had its edges freshened and 
sutured. For some time now we have known of the possibility 
of suturing cut arteries, and of making an anastomosis, when 
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a portion of the artery has to be removed, or an anastomosis in 
the event that the artery is cut two-thirds or more across. If 
I had known the exact condition before I tied the artery and cut 
out this section with the aneurism, I think I would have sutured 
the opening in the artery, removing the sac, and tried to cure the 
aneurism without stopping the current thru the popliteal to the 
lower extremity, and thus the danger from gangrene would 
have been avoided. 

I do not think in this case a resection of any portion of this 
artery would have been necessary. I am sure I could have sep- 
arated the artery from the sac up to the mouth, and then, after 
comrpessing the artery above and below, I could have sutured 
the mouth after freshening its edges. In so many instances, ar- 
teries have been sutured end to end, or when partly cut, that it 
is clearly correct surgery—certainly in those instances in which 
ligation of the artery means that the life of a limb is endangered. 
This same treatment has been successfully practist in aneurisms 
in some instances, and it is claimed by good men that it is indi- 
cated in all injuries to large vessels in operations and in cases 
of stab puncture, bullet or lacerating wounds. Murphy reports 
a bullet wound of the femoral in which he successfully anasto- 
mosed the artery. This treatment is also indicated in traumatic 
and dissecting aneurisms and in the sacculated, and arteriove- 
nous aneurisms. I believe this practice to be ideal surgery, and 
I am only sorry I did not practice it in this case. - 

I find the knee-joint has not, in this case, been involved. 
Not infrequently the joint is involved by the pressure of the 
aneurism. I do find, however, that it has destroyed the peri- 
osteal covering over an area as large as a silver dollar on the 
posterior surface of the internal condyle of the femur. Pressure 
caries of the bone has here occurred, and this is a good illustra- 
tion of how every tissue, even bone, must give way before the 
irresistible pressure of an aneurism. 

I shall carefully suture this wound, striving to leave no dead 
spaces in it. A strip of gauze will be left for a few days in con- 
tact with the exposed bone, the whole limb will be envelopt in 
absorbent cotton, and for the next few days we will watch with 
not a little anxiety the circulation below the point of ligation.* 


SHOCK IN INTRA-ABDOMINAL OPERATIONS; ITS ETI- 
OLOGY, PROPHYLAXIS AND TREATMENT.+ 


BY LEWIS S. MCMURTRY, A. M., M. D., LOUISVILLE, KY. 
Professor of Gynecology and Abdominal Surgery in the Hospital College of Med- 
icine, Louisville, Ky, 

Barring exceptional and complicated cases, the causes of 
death after intra-abdominal operations are three: Shock, hem- 
orrhage and septic infection. 

The discovery of the relations of micro-organisms to septic 
processes and the perfection of the modern aseptic surgical 
technic have practically overcome the last of these, so that in 
the hands of the modern abdominal surgeon it may be eliminated 
from the list. 

With the care given to hemostasis in which the Trendelnburg 
position is a valuable aid, immediate and post-operative hem- 
orrhage should be a rare cause of death. At any rate, our knowl- 
edge of its serious import and our means for its control have 
reacht a degree of accuracy and efficiency near to perfection. 

It is quite different, however, in relation to shock, which is 
still a potent factor of mortality, and regarding the nature, 
etiology, and pathology, of which we know little more now than 
when the subject was treated by Travers and Pirogoff. Clinical 
observation and experimental investigation have yielded only 
meagre results in adding to our knowledge of the nature and 
mechanism of traumatic shock. This is a common complication 
of wounds and injuries, and must remain a subject of solicitous 
interest to the general and special surgeon until its nature, etiolo- 
gy, prevention and therapy are more clearly comprehended. 

Shock is an inhibition of the vital functions, markt by vaso- 
motor paralysis. Its manifestations are thru the nervous sys- 
tem, and these relate especially to depresst and impaired action 
of the circulatory organs. It varies in intensity from an evan- 
escent and slight disturbance of nervous equilibrium to profound 
general depression and rapid dissolution. It is characterized by 
muscular relaxation, diminisht cardiac force, lessened arterial 
tension, feeble respiration, arrest of glandular activity and mental 
lethargy often verging into delirium. The symptoms of shock, 
when pronounced, present a striking clinical picture. The ad- 
vent may be sudden, and the symptoms are those of most pro- 
found general depression. The pulse becomes rapid and feeble, 
the surface of the body is pallid and bathed in cold perspiration, 
the lips bloodless, the features pincht, and eyelids drooping. The 


*This patient made an uneventful recovery. 
tAbstract of paper read before the Philadelphia County Medical Society. 
¢ 


respiration is feeble and irregular, and the temperature subnor- 
mal. The special senses are blunted, the mind lethargic and 
verging into unconsciousness. The secretory and execretory 
functions are in abeyance. These symptoms in the aggregate are 
usually of short duration. If they become more intense’ they 
speedily end in death; if the recuperative powers of the sys- 
tem triumph, the pulse and respiration improve, the heart acts 
with improved force and rhythm, the color returns to the skin, 
normal temperature is restored, the features regain normal ap- 
pearance, and the mind resumes its sway. 

In abdominal and pelvic surgery shock occurs during or im- 
mediately after operation.* 

In abdominal operations it is important to differentiate shock 
from chloroform asphyxia. In the latter condition the depres- 
sion is sudden, with no warning symptoms; the pupils dilate; 
the respirations become irregular and cease; the pulse becomes 
irregular, then ceases to beat at the wrist. When the anesthetic 
is discontinued, the patient suspended, and artificial respiration 
is induced, the pulse returns, and the alarming symptoms and 
the lack of response to resuscitative treatment in shock will af- 
ford a basis of differentiation. 

Sudden collapse from hemorrhage must also be differenti- 
ated from the nervous depression of shock. As a rule, the de- 
pression known as shock gradually appears during the late steps 
of the operation; the collapse of hemorrhage is immediate, and 
an expert anesthetizer will readily discriminate between the two 
conditions. The acute anemia of concealed and persistent hem- 
orrhage is less readily differentiated from shock than the active 
hemorrhage just mentioned. Immediately after operation, when 
the abdomen has been closed and the patient placed in bed, hem- 
orrhage will present many symptoms in common with shock. 
Differentiation here is most difficult. Indeed, many deaths re- 
sulting from concealed hemorrhage are attributed to shock. The 
pulse of hemorrhage is characterized by increasing frequency and 
diminishing force and volume. The face in hemorrhage has an 
anxious expression, but intelligent, the respiration is quick and 
sighing, and there is restlessness. The most difficult cases for 
diagnosis are those in which shock and hemorrhage jointly pro- 
duce the depression. Should the symptoms of shock recur after 
the patient has partially rallied the existence of hemorrhage is 
almost assured. 

Acute septic infection may be confused with shock. These 
cases were quite common in abdominal surgery before the era 
of asepsis and during the period of imperfect asepsis. With a 
subnormal surface temperature the thermometer in the rectum 
or vagina will record a markt elevation above normal. The ex- 
pte a of conditions of possible sepsis will aid in the differen- 
tiation. 

Emboli of various kinds may produce symptoms analogous 
to shock. Warren has called attention to the emboli of fat which 
occur in acute suppurations in fatty tissues, and which accumu- 
late in the lungs, producing alarming symptoms and death. 

In the etiology of shock individual susceptibility plays an 
important part. A highly endowed nervous organization, whether 
acquired or hereditary, constitutes a predisposition to shock. The 
health of the individual is an important factor in the etiology of 
shock. Debilitating diseases, insufficient and indifferent food, 
dissipated habits, care and mental anxiety predispose to shock 
from slight injuries. In constitutions enfeebled by disease, es- 
pecially when conplicated by hemorrhage, operation will produce 
depression readily. This is especially manifest in cases of car- 
cinoma. Repeated and long-continued hemorrhage likewise pre- 
disposes to shock, as illustrated in cases of uterine fibromata. 

Dr. George W. Crile, of Cleveland, in a series of experi- 
mental investigations, has demonstrated that shock is produced 
by merely opening the peritoneum; that simple exposure of the 
peritoneum to the atmosphere produces shock, the degree of 
shock varying inversely with the temperature of the air; that 
the duration of operation and exposure is an important factor 
of shock; that manipulation of the peritoneum and enclosed or- 
gans induces symptoms of shock, increasing in intensity as the 
manipulation extends from the pelvis to the~ diaphragm; 
that the same symptoms follow the disturbance of local 
splanchnic vasomotor areas and pressure upon the splanchnic 
veins, especially upon the vena cava. 

This work has shown the truth of the old assertion: “The 
less the insult to the tissue, the less the shock.” The experimen- 
tal investigations of Crile demonstrate thruout that hemorrhage, 
rude manipulation, peritoneal exposure, prolonged anesthesia and 
loss of body heat are the most potent factors of shock after 


*The terms secondary and delayed shock have tended to confusion in the 
study of this subject. Undoubtedly hemorrhage, acute sepsis and fat embolism 
have been misinterpreted in this connection. These complications of wounds 
and injuries were formerly classified as delayed or secondary shock, terms most 
misleading. Modern surgeons no longer recognize such conditions as delayed 
or secondary shock. 
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abdominal operations. These disclosures have long been recog- 
nized as clinical facts, and are confirmed by daily practical ex- 
perience. 

The prophylactic treatment of shock is most important. In 
all abdominal operations it should begin with the preparation of 
the patient for operation. While purgation, light diet and in- 
creast elimination are essential features of preparatory treat- 
ment, such treatment should be very materially modified in the 
preparation of exhausted and debilitated patients as a preven- 
tive for shock. Active purgation and fasting predispose to shock. 
In patients exhausted by hemorrhage or debilitated by disease 
purgation should be omitted, and systematic feeding with bland, 
concentrated, liquid food up to within a few hours of the op- 
eration should be observed. 

It was formerly quite the routine practice with many sur- 
geons to administer morphine or alcohol, or both combined, pre- 
paratory to operation, in order to prevent shock. There is little 
either in experimental deduction or clinical experience to com- 
mend this practice. Crile found that preliminary administration 
of both these agents dd not act favorably upon the phenomena of 
shock. Alcohol is still used for this purpose by some surgeons, 
being administered in the form of brandy or whiskey, diluted with 
water by enema prior to operation. While increasing the heart’s 
force and vigor for a limited time, physiological investigation has 
shown that this period is succeeded by a period of depression 
which is conducive to shock. My own experience with this 
agent as a preventive of shock has not impresst me favorably. 
Opium is a depressor of vital power, and its physiological effects 
upon the nervous system are in the direction of promoting and 
increasing shock. These facts are recognized clinically by ab- 
dominal surgeons. 

Normal saline solution by enema preparatory to operation 
is an agent of positive value. By increasing the venous pressure 
the output of the heart is increast and the contractions are 
stronger. 

Both clinical experience and physiological experimentation 
attest the value of strychnine as a cardiac and vascular tonic, 
and therefore it is deservedly esteemed in practice as an agent 
of positive value in the prevention of shock. It should be admin- 
istered in doses of 1-40 grain every six or eight hours for several 
days prior to operation in all cases wherein shock is appre- 
hended, and 1-30 grain should be given hypodermatically imme- 
diately preceding anesthesia. 

From what has already been stated as to the reduction of 
body temperature in the mechanism of shock, it is apparent that 
the temperature of the operating-room and the conserving of 
body heat by warm clothing should receive consideration in the 
prevention of shock. The temperature of the operating-room 
should be above 80° F.; the patient should be wrapt in blan- 
kets, and bags of hot water placed within the folds of the blan- 
kets alongside the trunk and lower extremities. Contact of the 
skin with glass, tin and other conductors of heat should be 
avoided. 

It would be difficult to exaggerate the importance of care 
and skill in the administration of anesthetics in relation to the 
prophylaxis of shock. Sulphuric ether is not so pronounced in 
its depressing effects upon the heart and vasomotor system as 
chloroform, and requires less care in its administration. Not only 
the amount, but the method of administering anesthetics is im- 
portant. The least quantity that will produce and maintain mod- 
erate surgical anesthesia, and the withdrawal of the drug at the 
earliest practical moment in the final steps of the operation are 
essential points to be observed. Profound or prolonged anesthe- 
sia is itself a potent factor of shock. 

Of all the causative factors of shock no one is so pronounced 
and potent as hemorrhage. In patients debilitated by disease 
and reduced by hemorrhage, it is wonderful how slight a hem- 
orrhage during operation will depress the patient’s vitality. The 
effect upon the heart is immediate. It is this clinical fact which 
has led some able surgeons to declare that shock is but another 
name for hemorrhage. From the beginning to the end of the 
operative procedure this fact should be constantly in the opera- 
tor’s mind. All active bleeding, both arterial and’ venous, should 
be arrested by the application of clamp forceps. While manipu- 
lating within the abdomen and deep pelvis, mechanical inter- 
ference with large venous trunks should be avoided. Oozing 
surfaces should be packt with gauze pads wrung out of hot wa- 
ter, and constant attention devoted thruout the operation to ar- 
rest bleeding. 

The experiments of Crile have demonstrated that a markt 
degree of shock is produced simply by opening the peritoneum 
and exposing the surface of that membrane to the atmosphere. 
Henee the shortest incision compatible with easy access and 
manipulation should be preferred. During the progress of the 
operation the visceral surface of the peritoneum should be pro- 


remain from three to six weeks. 


tected with hot gauze pads, which will exclude atmospheric con- 
tact, preserve body-heat, and prevent surface evaporation. 

The insult to the tissues (otherwise rude manipulation) is 
a potent and common cause of shock in abdominal operations. 
I know no one of the causes of shock which is so constantly dis- 
regarded as this. In no class of operations is a gentle touch 
more essential. Even when force must be applied, as in the sep- 
aration of adhesions and enucleation of tumors, that force should 
be applied with due regard to the sensitive natures of the struc- 
tures involved. Rude manipulation always shocks the patient, 
and much handling and stretching and twisting of structures 
covered by peritoneum can be avoided by care and manipulative 
skill, a skill to be cultivated by every surgeon who does this 
class of operations. 

The duration of an operation bears a most conspicuous caus- 
ative relation to shock. Long continued anesthesia carefully 
administered, of itself will produce shock. The element of time 
in relation to anesthesia, to the exposed field and to manipula- 
tive irritation, is of the greatest moment in this connection. 
Hence the mental concentration of the operator, his command 
of technical detail and manipulative skill must play an impor- 
tant role in the prevention of shock. 

The symptomatic indications for treatment in shock are to 
facilitate the cerebral circulation by position, using the Trendel- 
enburg position on the operating-table and elevating the foot of 
the bed after operation. The heart must be strengthened by 
strychnine administered hypodermically. The administration of 
saline solution by intravenous infusion and by hypodermoclysis 
is indicated for reasons already given. The application of heat 
to the surface and the conservation of body heat in every possi- 
ble way are indicated. Atropine is an agent of undoubted 
value in strengthening the heart. As the respiration is shallow 
and the blood insufficiently furnisht with oxygen, artificial respi- 
ration and the administration of oxygen gas are indicated. Dif- 
fusible stimulants per enema (brandy or whiskey two drams, 
warm water four drams) should be administered. In the effort 
to meet the issues presented, there is a constant temptation to 
repeat medicines in large doses too frequently. 


THE SURGICAL TREATMENT OF PAINFUL MENSTRU- 
ATION.* 


BY HENRY D. FRY, A. M., M. D., WASHINGTON, D. C. 
Professor of Obstetrics in Georgetown University. 

Pain should not occur at the menstrual period in a healthy 
woman with healthy pelvic organs. This dual relationship be- 
tween the general health and the generative organs must be con- 
stantly kept in mind. One or the other may be at fault or the 
trouble may be with both in the same case. 

The treatment of purely medical cases does not come within 
the scope of this paper. In such as demand both medical and 
surgical care it is important not to overlook the former; indeed, 
the concentration of the attention too closely to the surgical as- 
pect of the case is often the cause of failure to give relief. 

Surgical treatment carries with it the necessity of making 
an examination of the pelvic organs. As these sufferers are 
nearly always young girls or unmarried women, the indications 
for vaginal examination must be clearly manifest. Commonly 
all that is desired to learn can be found by rectal examination 
(with a rubber glove to protect the fingers.) The character and 
severity of the pain, its duration and the condition of the patient 
during the inter-menstrual period must be considered. 

What results can be expected from surgical treatment? If 
we judge by the pessimistic statements of some men of large 
experience it is nothing to be proud of. In the discussion of this 
subject at the last meeting of the American Gynecological So- 
ciety, held in Chicago, the reflected opinions presented a gloomy 
picture for the women. My object in presenting this paper is to 
protest against that verdict rather than offer any original method. 
My experience has been just the opposite. Failure to give relief 
has been due, as a rule, to some complication the removal of 
which subsequently resulted in cure. 

This line of treatment, followed with such satisfactory re- 
sults, is that pointed out in the main by Wylie. 

First, thoro dilatation of the cervical canal; then the en- 
dometorim is gone over carefully with the sharp curet; irrigation 
and often a second currettage; the application of pure carbolic 
acid; irrigation and dilatation repeated if necessary. A Wylie 
drainage-plug as large as will readily pass, is inserted into the 
cervical canal and kept in position by a Smith pessary. For a 
number of years I was accustomed to leave the plug in situ six 
days, fut following the suggestion of Wylie, I now allow it to 
I usually keep the patient in 


*Read at Southern Surgical and Gynecological Society. 
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bed two or three weeks after the operation, and if no discom- 
fort be experienced, permit her to get up and go around wearing 
the plug several weeks longer. I believe the use of the hard 
rubber plug does much to aid in the permanancy of the relief 
obtained. It causes the formation of a cicatrix which en- 
sures patulency. I have not seen any bad results follow its use. 
In a few cases it causes pain and on that account must be re- 
moved sooner than the time mentioned. 

I attribute the failure of those who deplore their results to 
the omission of some important point in the technic of the op- 
eration. For instance, they simply dilate the cervix or dilate 
and curet. Another cause of failure is the unfortunate division 
and subdivision of the disease into varieties, each variety being 
described with its appropriate method of treatment. The desire 
to avoid empiricism has made the subject complex and unprac- 
ticable. 

For all necessary purposes dysmenorrhea can be divided into 
two classes; simple and complicated. The simple comprises 
about 80 per cent. of the cases that come under our care, and 
the treatment just described cures or greatly relieves three out 
of every four. 

The conditions usually found on examination are as follows: 
The external genitalia are undevelopt; the vagina, cervix and 
uterus are small; there is stenosis of the cervical canal; and en- 
dometritis; the uterus is normal in position or one of exagger- 
ated anteflexion; it is movable and the appendages are healthy. 
The accompanying endometritis is chronic in character and due 
to deficient drainage of the cavum uteri in consequence of steno- 
sis of the cervical canal. The undevelopt condition of the gener- 
ative organs in young women is very common and parallel to de- 
ficient growth of the mammary gland and its consequent failure 
to perform the functions of lactation. 

The second class comprises the cases in which some compli- 
eation exists. It may be displacement, small fibroids in the 
body of the uterus, or disease of the tubes or ovaries. These 
complications must be recognized and corrected. In a very 
small proportion of cases, as in cirrhotic ovaries, we are driven 
to produce the menopause artificially. In such cases, I believe 
it advisable to remove the uterus at the same time, as the sub- 
sequent reflex nervous symptoms are diminisht and the period of 
suffering shortened. 

I maintain that the surgical treatment here described as 
being applicable to a large percentage of cases of painful men- 
struation, is not empiricism. We simply must recognize and ex- 
clude cases due to constitutional causes, and must recognize the 
necessity and give other treatment appropriate to any complica- 
tion that exists in other cases. 


WHEN SHALL WE OPERATE FOR APPENDICITIS?* 


BY A. M.CARTLEDGE, M. D., LOUISVILLE, KY. 
Professor of Gynecology and eae Surgery in the Louisville Medical 
‘ollege. 


Everyone of much surgical experience will agree with the 
assertion that few general practitioners are satisfied as to the 
proper answer to this question; surgeons themselves are not 
in accord upon it. 

There are those with much experience who advise, without 
qualification, that cases of appendicitis should be operated upon 
when first seen and recognized, regardless of the stage of the 
disease. There are others of equal experience who would treat 
all acute cases by the expectant plan, nursing them thru the 
attack and subjecting them to operation after the subsidence of 
inflammatory symptoms; or carry them to that operative period 
where it is well known the risks are very slight indeed. There 
are still others who attempt to save the patient the dangers inci- 
dent to going thru an attack of appendicitis, provided they see 
him early enough to subject him to very early operation, but if 
this cannot be done (on account of the case having progresst 
well into the localized inflammatory state) by means of diet and 
nursing, await a time more suitable for operation after the dis- 
ease has subsided. 

I have long since come to the conclusion that this mass of 
contrary evidence bearing upon such an important subject does 
little harm as applied to men with large operative experience in 
appendicitis, for the simple reason that an enlarged experience 
has taught them discrimination, and, as a matter of fact, many 
of them do not operate in practice upon cases that their written 
and spoken directions would indicate. 

The case is, however, very different when applied to men 
who have had little operative experience in this disease. Cer- 
tainly we know that to operate upon cases of acute appendicitis 
after the fourth or fifth day is oftentimes a procedure attended 
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with graver dangers to the patient than an expectant line of ac- 
tion. Hence, to follow the rule to operate on every case as soon 
as the diagnosis is made, might apply to this very case diagnosed 
for the first time on the fifth day; with fatal results. But, on the 
other hand, no one with experience in this disease could doubt 
the wisdom of operation on perhaps this same case if seen prior 
to the formation of adhesions and the absorption of septic mat- 
ter, namely, as in the first twenty-four hours after the onset of 
symptoms. Operations performed at this time fulfill the same 
purpose as operations in the interval, namely, they save the 
patient the dangers of an attack of appendicitis which may ter- 
minate in recovery, a slow pus infection, or death from general 
septic peritonitis; but if postponed a day or two for consultation 
operation may be exceedingly dangerous! 

Then how must the general practitioner decide the question? 

I believe it may be safely stated that the profession is now 
about unanimous in declaring in favor of very early and very 
late operations, the latter term being used to designated opera- 
tion in the interval between attacks. Unquestionably the point 
to decide as regards the time of operation applies directly to the 
rather large class of cases seen for the first time after three or 
four days have elapst. These cases should be studied by them- 
selves, as they furnish the only ones where the propriety of op- 
eration may be in doubt. That many, in fact the majority, of 
such cases do better without operation than with it there now 
seems to be little reasonable doubt. They have passt from a 
safe operable stage into a condition where an operation is often 
more hazardous than the processes of nature. The truth is, 
that no man has a right, if it is in his power to decide otherwise, 
to permit a patient to go on to this questionable state where 
operation is doubtful utility. To wait, in a case of acute appen- 
dicitis is the height of folly, in view of the fact that it is im- 
possible to tell the outcome of any case, and that by immediate 
action, if the case is seen very early, we avoid all the dangers 
incident to the disease. I believe that patients living three days 
after the beginning of an attack of appendicitis and not hope- 
lessly the subjects of general peritonitis promise a good prospect 
of getting over that attack of the disease without operative in- 
terference. This very fact has led to the fallacy of many medi- 
cal men claiming that the results of treatment by medicine were 
as good as those by surgery, the surgeon, by his misconception 
of the proper time to operate, contributing to this fallacious 
view. We should be firmly impresst with the idea that the pa- 
tients who die from acute appendicitis (and they are very numer- 
ous) are killed as a rule within the first fifty hours of the dis. 
ease; that is to say, their fate is decided, with rare exceptions, 
as regard that particular attack. 

A few years ago it:was a practice among physicians, and is 
still in many quarters, to watch the case for two or three days, 
and if the symptoms were growing more severe, fever greater, 
etc., to call in a surgeon, who, following the advice so prevalent 
at this time of operating as soon as the case was first seen, 
plunged in, tore up adhesions, frequently scattered infectious pus 
and embarrasst kidneys by anethesia that had all they could 
do to eliminate toxines of the systemic infection. Consequently 
the mortality was high—certainly at that time much higher than 
the same cases seen at the same time and under the same cir- 
cumstance would have been if left to nature and treated by a 
low diet and bodily quiet. It is not surprising that observant 
physicians soon were out with statements in the journals to the 
effect that more of their cases of appendicitis got well when not 
operated upon than when operated upon, the surgeon’s miscon- 
ception of the proper time for operation being the chief cause of 
this very sensible deduction upon the part of the practitioner! 

Unfortunately there are general practitioners who still be- 
lieve, or claim to believe, that more cases of appendicitis recover 
without than with operation; and, even more unfortunately, 
there are some surgeons who operate upon every case of appen- 
dicitis seen, regardless of the stage of the disease of the local or 
general condition; possibly (and reluctantly) exempting cases 
moribund from general peritonitis. If the physician and sur- 
geon could adopt a simple line of practice based upon the time 
the patient is seen (or in other words, stage of the disease), and 
the condition of the patient, the beneficence of surgical treat- 
ment in this affection could scarcely be exaggerated. 

I appreciate the fact that hard and fast lines cannot be laid 
down, but a working rule is not as difficult as one would at first 
suppose. 

Prrelative to results claimed by surgeons as compared to those 
of physicians based on cases seen on the fourth or fifth day, I 
long ago became convinced that there was something wrong in 
the contrary statements; that there was a misunderstanding 
somewhere. I finally realized that both were right, but they 
were looking at the thing from entirely different standpoints. 
The surgeon (and I was among the number at that time) rarely 
operated on a case of appendicitis before the fourth day. The 
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teaching was to wait and see whether the patient had such and 
such a pulse; if certain things eventuated the patient would 
probably get over the attack; but if the patient grew worse 
operation must be done. That delay plunged us into that stage 
of the disease about the fifth day, when the patient had a coated 
tongue, a bounding pulse, deficient urinary secretion, was septic 
generally, but probably not general peritonitis, with severe lo- 
calized inflammatory processes going on, when all the conditions 
of the patient were bad; and we have never until lately appre- 
ciated why so many of these patients were carried off two or 
three days after the operation. We scrubbed them, broke up ex- 
tensive intestinal adhesions, we packt them with gauze, and a 
large number of them died. It is true, the technic was not as 
good as it is now; it is true that men frequently doing the work 
were not as competent as men are now who have operated num- 
bers of times, and the mortality was steady; it is steady yet— 
nobody has been able to entirely eliminate death in these cases. 
We may report one hundred or even three hundred cases of ap- 
pendicitis operated upon without a death, but in doing this we 
cannot make such report include many cases operated upon be- 
tween the fourth and seventh day of the disease. Nobody has 
been able to do this. If the patient is not seen until late (third 
to fifth day), when a “tumor” has formed, it is better to wait— 
there is but little danger then; I have seen a considerable num- 
ber of late cases, and have seen but two die from rupture of the 
abscesses, showing that this danger is little to be dreaded. There 
are some few cases, but they are rare, in which there is an ex- 
aggerated sepsis, burrowing of the pus behind the colon or up 
under the liver; still I have always contended that the abscesses 
ean nn made out and relieved before the patient gets into fatal 
sepsis. 

Patients who die from acute appendicitis, with but few ex- 
ceptions, die from injuries sustained in the first forty-eight hours 
of the disease, from rupture before adhesions have formed. If 
we do not perform a very early operation, if the patient is still 
living at the end of the third or fourth day, in the majority of 
ceases if the patient is treated by rest in bed, low diet and the ad- 
ministration of proper remedies to improve his condition, and 
then operated upon later, the mortality will be reduced to about 
5 per cent., or less, against 18 or 20 per cent under the old 
method. 

Since I have followed the present plan my results have been 
completely changed in this disease. I make refusal to operate 
upon patients at this critical stage a steady rule, to which there 
are but occasional exceptions; for instance, where the case is 
very mild on the fifth or sixth day, few adhesions, a low tem- 
perature, ete., I do not let that patient wait, but operate upon 
him; but when a case presents a considerably swollen abdomen, 
with circumscribed peritonitis (only four or five days having 
elapst), temperature from 101° to 108° F., the abscesses well 
walled off, I do not think of operating upon him at that time, 
but put him on a low diet and keep him absolutely quiet. After 
the subsidence of the acute symptoms I have a patient who is a 
better subject for operation. With this amount of discrimina- 
tion, by watching the case carefully, avoiding operating upon pa- 
tients in that acute septic stage, I do not see much general peri- 
tonitis, waiting until that danger has passt, until Nature has 
walled in the abscess and taken care of the acute sepsis. I say 
by this amount of discrimination we have made the greatest dif- 
ference in our results. I do not mean this as a matter of clap- 
trap, but I have had only one death in (I think) 157 recent cases 
of appendicitis; i. e., those operated upon in the last three years, 
and these were not all interval cases; there were a number of 
acute cases, and the patient lost died from acute meningitis. 

My views upon general peritonitis cases are well known. I 
ceast to operate upon such cases long ago. I operated upon 
about thirty such patients, with 100 per cent of deaths. Those 
eases in which I put my ear over the abdomen and cannot hear 
a single sound, the abdomen perfectly dead, with a pulse of 130 
or over, I know will not live if opened, therefore I do not now 
operate; formerly I opened them. We cannot save such people, 
and it is not necessary to operate upon them and take the chance. 
I have operated upon borderline cases where there seemed to 
be moderate peritonitis, where rupture had taken place as early 
as the thirtieth hour; some of these have been saved by prop- 
erly washing and sometimes draining the peritoneal cavity. I 
claim that in these cases we avoided general septic peritonitis, 
it had not become general, otherwise the patients would have 
died from sepsis. We must use discrimination in these cases, 
early operation in appendicitis cases is just as much preventive 
of disaster as late operation is. The late operation is intended to 
prevent future attacks; very eafly operation is intended to save 
the patient from the dangers of the immediate attack. 

It is a serious thing to strip up and denude all of the bowel 
around an appendicitis abscess. Many of these patients die of 


obstruction of the bowels when they do not die of peritonitis or 
sepsis. I can remember a number of them where I plowed 
among the adhesions, stript the peritoneum off several feet of 
the bowel and stufft them with miserable gauze! I rarely do 
this now. 

I know there is opposition to the views I have expresst, but 
my practice has thoroly borne out what I have stated. I have 
gone thru my records for the last three years, and found out 
three cases that died without being operated upon. So that I 
do not lose them by denying them the last chance; but time and 
again I have refused to operate upon patients when first seen, 
earrying them over until the acute stage had passt, and until 
they were in proper condition to withstand the operation. 

The time, then, I believe, for operation in appendicitis, with 
some exceptions, is very early or very late in the disease; avoid- 
ing the mid-time. 


LITERARY NOTES. 


The volume of “Practical Medicine Series” for the month of 
April is devoted to Obstetrics; under the editotship of Reuben 
Peterson, A. B., M. D., Professor of Obstetrics and Gynecology 
in the University of Michigan, Ann Arbor, and Henry F. Lewis, 
A.B., M.D., Instructor in Obstetrics and Gynecology in Rush 
Medical College, Chicago. It may be obtained from The Year- 
Book Publishers, 40 Dearborn St., Chicago, at $1.25—cloth bind- 
ing, 250 pages, duodecimo. It contains a resume of all the best 
recent articles touching such subjects as injuries to the new- 
born, diseases of lactation, obstetric surgery (version, Cesarian 
section etc.), puerperal hemorrhage, puerperal infection, obstetric 
traumatisms, rupture of uterus, dystocia, breech presentations, 
management of labor, diseases of the fetus, extrauterine preg- 
nancy, appendicitis in pregnancy, eclampsia, etc. It is one of the 
best volumes of the series' thus far issued. 


A nice little book of 368 pages, devoted to the subject of 
Eezema, has reacht its third edition from the press of G. P. 
Putnam’s Sons, New York. It is written by L.. Duncan Bulkley, 
A.M., M.D., Physician to the New York Skin and Cancer Hos- 
pital. It has been entirely rewritten and enlarged by the distin- 
guisht author, who has given so many years to the study of this 
subject—a subject so important to every practitioner. Hence, it 
will be found very satisfactory to those who desire information 
based upon practical experience. 


The American X-ray Journal (St. Louis) for May comes in 
a new dress with the name of Chas. P. Renner, M.D., as editor, 
Dr. Heber Robarts presumably retiring. However, from appear- 
ance one would think “it is the voice of Jacob but the hand of 
Esau.” Bro. Robarts will undoubtedly be still heard thru this 
ever-interesting journal. 


Washington University has begun the publication of a Med- 
ical Bulletin—patterned after that of the Johns Hopkins Hos- 
pital. Volume I, No. 1, contains abundant clinical reports from 
men connected with the school: Budgett, Hardaway, Engman, 
Grindon, Creveling, Jonas, Hall and Robertson—most of it good; 
but there is necessity for great improvement in future if this 
publication is to rank with similar ones issued by other great 
universities. 


Among reprinis recently received the following are worthy 
of note: Triple Ectopic Gestation, by Wm. Krusen, M.D., Phila- 
delphia, Pa., Instructor in Gynecology at Jefferson Medical Col- 
lege—Instrumental Perforation of the Uterus; by the same 
author.—Gastrostomy and Retrograde Dilatation in Impermea- 
ble Benign Traumatic Stricture of the Esophagus, and Internal 
Ksophagotomy by the Abbe Saw-String Method; by Hugh M. 
Taylor, M.D., Richmond, Va., Professor of Practice of Surgery 
and Clinical Surgery in University College of Medicine.—Chole- 
cystotomy; by the same author.—Typhoid Perforation, its Fre- 
quency, Diagnosis and Treatment; by the same author.—Gastro- 
jejunostomy in Gastriectasis; by A. H. Cordier, M.D., Kansas 
City, Mo., Professor of Abdominal Surgery in University Medical 
College.— Gastro-jejunostomy in Stenosis of the Pylorus; by the 
same autker.—Some Phases of Nephro-lithiasis; by the same au- 
thor.—The Technics of Nephropexy alone, Kidney-fixation with 
Appendicitis, and Lumbar Exploration of the Bile-passages; by 
Geo. M. Edebohls, M.D., Professor of Gynecology in the New 
York Post-Graduate Medical School.—Surgical Treatment of Ade- 
noid Growths, by J. Martine Kershaw, M.D., St. Louis, Mo.— 
Is Medicine i‘ounded on Truth? by W. J. George, M.D., Johns- 
town, Pa.-—The Therapeutics of Subacute and Chronic Heart Dis- 
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eases; Ly Thos. E. Satterthwaite, M.D.—A Contribution to the 
Study of Mountain Fever; by R. Harvey Reed, M.D., Rock 
Springs, Wyo.—Twelfth Annual Report of the Cincinnati Sani- 
tarium; by Orpheus Everts, M.D., Superintendent.—Insanity and 
the Insane; by the same author.—A Case of Acquired Hydro- 
nephrosis of 26 years’ Duration, Operation, Recovery; by C. 
O. Thienhaus, M.D., Milwaukee, Wis.—Meckel’s Diverticulum and 
Its Relation to Ileus; by the same author.—Necessity of a Prac- 
tical Knowledge of Dietetics, Hydrotherapy and Physico-mechan- 
ical Therapeutics; by Fenton B. Turck, M.D., Chicago, U1.— 
Broncho-pneumonia with High Temperature; by J. Martine Ker- 
shaw, M.D., St. Louis, Mo. 


GYNECOLOGICAL NOTES. 


American Medicine gives an abstract of an article by Dr. J. 
Wesley Bovee, of Washington, on the subject of emmenagogs, 
in which he states that menstruation is controlled by a nerve 
center located in the lumbar portion of the spinal cord; and re- 
moval of the uterine appendages usually arrests menstruation 
by severing the menstrual nerves, tho it may sometimes con- 
tinue owing to a diseased condition of the uterine mucosa or 
muscle, or the development of uterine fibroids. There are two 
distinct varieties of amenorrhea: emansio mensium and sup- 
pressio mensium. In the former (menstruation delayed beyond 
the usual age of puberty) it is only in those who have reacht the 
age of 18 that any treatment should be attempted, unless the 
general condition of the patient or her environments is bad, 
when a tonic course of treatment should be instituted. If, how- 
ever, the molimina are present, a direct emmenagog may be em- 
ployed preceding or during their existence. Suppression of the 
‘menses may result from a great variety of causes, the treatment 
varying accordingly. In such general conditions as tuberculosis, 
carcinoma and syphilis, amenorrhea is probably a conservative 
feature, and should receive no treatment except tonics for gen- 
eral anemia, and except in special cases it is only by treating 
the underlying condition that success can be expected. After the 
continued use of general tonics, however, direct emmenagogs 
are often indicated, and if administered a few days before the 
expected flow, usually have a markt tendency to restore the 
menstrual function by stimulating the menstrual nerve centers. 
The rule, “If we do no good, be sure we do no harm,” is par- 
ticularly necessary in the use of these remedies. The simplest 
direct emmenagogs consist of the sitz bath, pediluvia and ex- 
ternal friction, hot drinks of infusions of cinnamon, chamo- 
mile, tansy, pennyroyal, ete., which act as relaxants or diapho- 
retics. Bovee has found a sheet anchor in the compound sum- 
bul pill made from the formula of the late Prof. Wm. Goodell. 
The formula is: Arsenious acid, 1-40 of a grain; dried sulphate 
of iron and sumbul, each 1 grain, and asafetida, 2 grains. It 
is especially valuable when nervous manifestations and anemia 
accompany amenorrhea. When heavy nerve strain has pro- 
duced irregular or delayed menstruation, a combination of strych- 
nine, aloin and atropine is of signal benefit, and the spinal 
icebag is useful. In nerve tension the use of the bromides is 
generally essential. Ergot acts best with iron. Guaiae should 
not be given alone, but may be used in combination. Apiol is 
excellent when administered a few days before the expected 
flow. Oxalie acid and santonin should be used very cautiously. 
Turpentine and cantharides are dangerous because of the ten- 
dency to irritate the urinary organs; and pennyroyal, rue, savin 
and tansy are objectionable from their liability to cause gastro- 
intestinal irritation. Physical and mental shock have _ been 
known to cause persistent amenorrhea, also to restore menses 
when other remedies have failed. 


Hysteria assuming the symptoms of hip-joint disease is 
Sometimes met in young women. Putnam (Journal of American 
Medical Association makes some interesting comments on this 
malady. He says that absolute increase of measurement from 
the anterior superior iliac spine to the internal malleolus is a 
sign of hysterical hip disease. The differential diagnosis between 
tuberculous and hysterical hip disease is sometimes easy, he 
continues, but sometimes very difficult, while a correct diagnosis 
is always of great importance. Whereas in tuberculous disease 
the erosion and absorption of the bone shortens the measurement 
from spine to malleolus, in hysterical hip disease this measure 
is sometimes longer on the affected side. The explanation of this 
was given by Halsted—namely, that the affected leg is abducted 
in hysteria, while the opposite leg with which comparison is 
made is adducted. The pelvis is literally tilted in such cases, and 
is probably du to the contracture of the muscles of the affected 
thigh. The presence of other symptoms characteristic of hy- 
Steria will confirm the diagnosis. These include pain and tender 


spots of various points along the affected limb, markt cutaneous 
hyperesthesia, absence of nocturnal paroxysms, the presence of 
hysterical edema about the affected joint and limb, involvement 
of the knee muscles in the rigidity, coldness of the affected 
parts, and the presence of fits and the mental “stigmata” of 
hysteria. In‘a patient aged 30 years, who fell thru a trapdoor 
and struck her hip and the back of her feet on the floor five feet 
lower, the symptoms of hip-disease, with contracture and hyper- 
esthesia, and pain on passive motion were present. The atti- 
tude and measurements corresponded with those of hysterical 
hip-disease, and hemianesthesia was also noticed. Edema of the 
hip persisted for a long time, and the entire left leg was cooler 
than the right. The knee-jerk and plantar reflex was also ex- 
aggerated in this leg. On examination under ether, the differ- 
ences disappeared, the movements of the hip-joint were free, 
the measurements normal, and the feet and whole appearance 
of the two hips became essentially alike on the two sides. 


Removal of a soft uterine myoma which weighed 53 pounds 
is reported by Madden in a late number of The Post-Graduate. 
The patient was a young, unmarried woman of 18, who, after 


-|six months’ menorrhagia, complained of amenorrhea of two 


years’ standing. When menstruation ceast a small swelling ap- 
peared which gradually increast in size until it filled the whole 
abdominal cavity. The diagnosis of ovarian cyst was made. At 
the operation the error was recognized and a supravaginal hy- 
sterectomy done. The tumor weighed fifty-three pounds. It 
was a soft fibromyoma of the uterus, and even after removal 
gave a perfect sense of fluctuation. It had grown apparently 
from the anterior wall. Curled around the base of the tumor 
Was a sausage-shaped mass of the same soft fibromyomatous tis- 
sue in the anterior part of the tumor, forming irregular cavities 
of various sizes, filled with thick, mucoid material. The bulk 
of the tumor was of soft, fibrous, and muscular tissue, and was 
not very vascular. Microscopically the section consisted of un- 
striped muscle-fibers with a great deal of loose, fibrous tissue, in 
which were some large granular and degenerating cells. In cer- 
tain parts of the section there were open spaces filled with mu- 
coid material. The patient made an ultimate recovery. 


The alarming want of fecundity in American women is thus 
commented on by Medical Review of Reviews: For some time 
we have been accustomed to look with interest upon the decreas- 
ing feduncdity of the French nation, and upon the various plans 
devised to avert a gradual national extinction, but it would ap- 
pear that it would be well to devote our attention to a similar 
state of affairs at home, where, according to Engelmann’s statis- 
tics, equally startling conditions confront us. His conclusions 
are based upon a study of 1,700 cases, and he says that nowa- 
days 20 per cent. of married women are childless, while in the 
early days of the country only 2 per cent. were sterile. It ap- 
pears, therefore, that the causes of this excessive increase of 
sterility are both moral and physical. The frequency of rela- 
tive sterility and decrease of fecundity, as luxury and comfort in- 
crease, point strongly to causes other than uterine disease. The 
cause of divorce we know to be moral. It seems to us that in 
these conclusions too little allowance is made for the mere de- 
crease of vitality that follows upon civilization and refinement, 
entirely aside from the deterioration of the moral sense due to 
these factors. For, whereas medical skill has prolonged the av- 
erage length of life among highly civilized nations, such nations, 
nevertheless, compare poorly in physical vigor with those living 
under more natural conditions, and it is fair to assume that they 
would suffer in fecundity as well. At all events, it must be 
recognized that a certain proportion of marriages will be barren. 
For those cases in which sterility is the result of the physical 
condition, much can be done in the present state of gynecological 
science. 


Dr. Daniel Lewis, of New York, who has had large exper- 
ience in the treatment of mammary cancer, does not believe in 
the alleged danger from binding the arm to the chest wall after 
breast amputations, these alleged dangers being immobility of 
the arm and edema due to cicatricial adhesions. . The remedy 
suggested consists in binding the arm to a pillow and keeping 
it at right angles to the body. He does not argue that this plan 
is ineffectual, or that the principle of mechanics adduced in its 
support is wrong, but that such a proceeding is awkward and 
unnecessary. In hundreds of breast cases he has dresst the 
arm by a moderately firm axillary pad, to insure apposition of 
the flap to the cut surface, and a steadying of the arm at the 
side by a few turns of the bandage, which is first firmly applied 
to the chest, leaving the forearm free, with orders to have it 
rested in a sling, from which it may be readily removed when 
the patient desires it. Such occasional extending of the forearm 
is very grateful to the patient and prevents all danger of edema 
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due to flexion of the elbow. If the operation proves to be asep- 
tic (as it should), union is complete within ten days, the sutures 
may be removed, and passive motion of the shoulder joint is to 
be regularly practist thereafter. By this method, Dr. Lewis 
says he has always secured excellent. mobility, the general con- 
dition of the patient is improved by less than a week of con- 
finement to her bed, and the great inconvenience of keeping the 
arm at right angles to the body is avoided. 


A case of epithelioma of the clitoris—a remarkably rare con- 
dition if irritation be regarded as a cause of cancer—is reported 
by Van Hassel (Medical Review of Reviews), as follows: Mrs. 
E. D.—, who first noticed the presence of a tumor on the upper 
part of the vulva. It had developt slowly, and was about the 
size of a mandarine. Up to this time she had not complained, 
but there soon followed lancinating pains while walking, and in- 
tolerable itching. For this symptom she consulted a physician, 
who found a tumor with a large pedicle attacht to the clitoris 
pressing upon the urethra, masking the orifice and involving the 
labia minora and skin which covered them. The doctor decided 
to remove the neoplasm. The clitoris was dissected out, together 
with the nymphae, as completely as possible, a new urethral 
orifice was made, and primary union resulted. The specimen 
was examined microscopically by Rousseau, and he demonstrated 
positively that the pneoplasm was of the nature of an epithilioma. 
The patient made a good recovery. 


SURGICAL NOTES. 


The surgical methods pursued at Johns Hopkins Hospital, 
Baltimore, are described by Burnham in a recent article in 
Southern California Practitioner. He says that Halstead and 
his assistants are very deliberate operators. A herniotomy that, 
in New York, would be performed in twenty minutes, Halstead 
would take sixty or more for, one reason being the great care 
to prevent loss of blood. He states that the average time of 
etherization in Halstead’s clinic is over two hours for each op- 
eration! It is not unusual to see a patient kept under ether four 
hours, and they do not hesitate to continue it for six hours. 
Halstead’s theory is that it is the loss of blood that causes 
shock, not ether. After the first half hour the amount of ether 
given is small, and they allow the patients lots of air. Burn- 
ham believes that. the operations at Johns Hopkins came nearer 
to being bloodless than those at any hospital he visited. Hal- 
sted says, ‘Keep the field of your operation aseptic, and it mat- 
ters but little what the surroundings are.” He proves this to be 
true by the absolute absense of pus in uninfected wounds in his 
clinic. The technic of his operations is perfect. 


The dangers of severe taxis are recalled in an article by 
Lanz (Journal American Medical Association), be having seen 
several cases in which an incarcerated hernia was reduced with- 
out much difficulty, but the results were disastrous. Some ter- 
minated fatally and others required an operation at once. Even 
when reduction was easy, a predisposition had been acquired, 
and the recurrence of the incarceration was in most cases only 
a question of time, with an operation required sooner of later. 
He has become convinced that taxis is below the level of mod- 
ern science, and should be definitely discarded. An early her- 
niotomy meets with much more favorable conditions for suc- 
cess than when the parts have been irritated by attempts at re- 
duction. The narcosis induced for the taxis should be utilized for 
the herniotomy instead, or the latter be performed under local 
anesthesia with Schleich’s solution. Lanz has had occasion to 
successfully perform a herniotomy on three children a few weeks 
old. He describes a number of instances of chronic ileus, perfor- 
ation and peritonitis, which followed an unfortunately too suc- 
cessful taxis, and states that herniotomy should be proposed at 
once when a physician is summoned to an incarcerated hernia. 


An interesting case of moist gangrene is reported by Dr. 
Lucien Lofton, of Emporia, Va., in Philadelphia Medical Jour- 
nal, April 19. The patient was a colored man, 36, sawyer in a 
lumber mill, and of robust appearance. He gave a history of 
having been prickt in the finger by a thistle, and from this source 
the hand became sore and edematous above the wrist joint, and 
gave him excruciating pain up to the forearm, and especially 
in the axilla. When he applied for treatment—he had consulted 
other physicians, who advised immediate amputation above the 
wrist—the hand, and especially the index finger, were practically 
destitute of circulation and presenting a blackened appearance, 
which, upon manipulation at this time, gave no pain. The odor 
was characteristic-of moist gangrene, while there was “moving” 
evidence of some indiscreet dipterous insect’s recent visit: mag- 


gots swarmed the premises. <A 1 to 500 hot solution of perman- 
ganate of potash soon cleaned the gelatinous mass of its invad- 
ers, followed by pure carbolic and neutralized immediately by 
alcohol; and then a bichloride gauze dressing. At the second 
toilet the palmar aspect of the hand had improved wonderfully, 
likewise the dorsal portion of the hand, and gave evidence of 
partially restored circulation, but the index finger still retained 
its “ebony yellow,” and promist little, if any, hope of recovery. 
The edema had lessened very much, while the pain up the fore- 
arm and higher was practically nothing. The man’s hand was 
dresst every 24 hours. The third dressing gave great hope of 
saving the hand, minus the first finger, but by using artificial 
heat whenever convenient, the injured digit responded magic- 
ally to the treatment, with only a slight contraction of the flexor. 
tendon. Altogether fourteen toilets were made. Strange to say, 
the man never at any time had a rise of temperature, nor did 
his appetite fail or become indifferent. The urine at repeated 
examinations was normal, in fact, no inconvenience was experi- 
enced other than pain in the incipient stage of the trouble. 


The following important points are considered in a recent ar- 
ticle on “genito-urinary examinations,” by Dr. Ferd. C. Valen- 
tine, of New York: (1) genito-urinary examinations should be 
painless. (2) The operator should conduct no examination unless 
his arms are bared to above the elbows and his clothing protected 
by a gown and apron. (8) During every genito-urinary exam- 
ination the physician should protect his eyes with spectacles— 
not eye-glasses—even if he has no visual defect. (4) Ideal ex- 
aminations are made in the morning, before the patient has passt 
his first urine. (5) The amount and character of a urethral dis- 
charge can be estimated only by correct technic in expressing the 
urethral contents. (6) The color of a urethral discharge changes 
when it dries upon the patient’s garments. (7) The meatus 
should be cleaned before passing urine for examination. (8) The 
manner of urinating is often pathognomonic. (9) The epithelia 
found in the urine are indicative of the locality of the lesion. 
(10) Examination of the urethral adnexa is a necessary part of 
the steps for complete diagnosis. (11) No instrumental ingres- 
sion of the urethra should be attempted without most thoro ef- 
forts at rendering it aseptic. (12) The technic of striving at 
urethral asepsis is neither complicated nor difficult. (13) The 
soft bougie-a-boule is the only instrument that can be used for 
tactile exploration of the urethra; it is purely a diagnostic in- 
strument; the rigid sound is wholly a therapeutic instrument. 
(14) Urethroscopy with a modern instrument is not difficult. 
(15) -The general practitioner is perfectly competent to examine 
the vast majority of genitro-urinary cases. (16) Such examina- 
tions only exceptionally require extraordinary skill or a large 
armamentarium. (17) The pathology of genitro-urinary disease 
does not materially differ from that of other affections. 


The following is recommended (by Journal of American Med- 
re as a local application in treatment of hemor- 
rhoids: 


Ung. zinci oxidi ............ 30. 


Ext. belladonna ........... 5 


M. Sig.: Apply locally to the painful parts. 


In April number of Annals of Surgery, Halstead of Johns 
Hopkins University, reports a case of obstruction from Meckel’s 
diverticulum occurring in a man of 25 upon whom he operated, 
perfect recovery following. By reference to older statistics he 
finds that the frequency of obstruction caused by diverticulums 
as compared to that from other causes is about 6 per cent, show- 
ing that this condition is relatively common. He has collected 
from the literature 69 cases, brief summaries of which are given 
in his article. The mortality in cases thus far subjected to op- 
erative treatment has been 59 per cent. As regards the diagnosis 
of obstruction from diverticulum, he calls attention to the follow- 
ing points: The age of the patient, the condition usually occurring 
in children or young adults, frequently the history of previous 
mild attacks; the configuration of the abdomen is that of an in- 
verted cone, being due to the obstruction in the upper part of the: 
intestinal tract; local meteorism on the right side of the abdomen 
under the costal margin is fairly common; fecal vomiting comes 
on early, and there is tenderness on the right side just below the 
umbilicus. 
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Ee : . Sig.: Cleanse the parts thoroly and apply locally once or 
a twice daily; or: 
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